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ABSTRACT
A Comparison of Three Procedures for
Administration of Stress Management Training
February, 1984
Tae-Hyun Moon, B.A., University of Delaware
M.S., University of Massachusetts
Ph.D., University of Massachusetts
Directed by: Professor Marian MacDonald
Thirty registered nurses participated in one of three different
stress management programs, each lasting six weeks: 1) self-
administration of a program tailored specifically toward stressors
often confronted by nurses (N=10); 2) weekly group meetings in
addition to use of this nurse-tailored program (N=10); and 3) self-
administration of a standard, nontailored program (N=10). Data on
sel f -reported anxiety and on ratings of stress made by (subjects')
significant others were gathered at baseline, posttreatment, and at
six week follow-up. Significant differences between the three
groups were not evident on these measures. However, subjects who
attended group meetings in addition to using the nurse-tailored
program reported practicing their assignments significantly more
often than did subjects who used the nurse-tailored program under
sel f -admi ni stered conditions. In turn, the latter group reported
practice behaviors significantly more often than did the group who
v
used the nontailored program under sel f -admi ni stered conditions.
The two groups who used the nurse-tailored program (with and without
group meetings) each reported significant reductions on a behavioral
index of responsivity to stress. Conversely, the group who used the
nontailored program did not report significant reductions on this
behavioral index. Utilization of the nurse-tailored program not
only yielded significantly greater levels of sel f -reported practice
behaviors but it also produced significantly greater levels of
subject satisfaction with the treatment process. The implications
of these results are discussed within the context of the present
study's limited sample size and uncontrolled design.
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CHAPTER I
INTRODUCTION
In recent years, the phenomenon called stress has been the focus
of much public concern. It's influence is so pervasive throughout
society that these modern times have come to be popularly referred
to as "the age of stress" (Selye, 1980). The American Academy of
Family Physicians has been cited as saying that two-thirds of all
office visits are precipitated by stress-related symptoms (Wallis,
1983). A wide range of maladies are believed to be caused by, related
to or aggravated by stress, including the following: emotional
disturances such as anxiety, insominia, tension headaches, aging,
sexual impotence, neuroses, phobias, alcoholism, drug abuse, learning
problems, and general malaise; psychosomatic illnesses like essential
hypertension auricular arrhythmias, ulcers, colitis, asthma, chronic
pain, acne, and peripheral vascular disease; organic diseases such
as epilepsy, migraine, herpes, angi
,
coronary thrombosis, and
rheumatoid arthritis; a variety of less severe psychological
adjustment problems that interfere with fulfillment of human
potential, such as mathematics anxiety; sociological problems such
as chronic unemployment and delinquency, and aggravated or prolonged
distress in illness of any origin (Brown, cited in Selye, 1980).
These manifestations of stress vary on whether the dominant
symptoms are psychological or physiological, and on the general sever-
ity of the disturbance (for example, neuroses versus social adjustment
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problems). Although many of the disorders associated with stress
are not life-threatening, stress is thought to have a significant
impact in the etiology of the six leading causes of death in the
United States: 1) coronary heart disease; 2) cancer; 3) lung
ailments; 4) accidental injuries; 5) cirrhosis of the liver; and
6) suicide (Wallis, 1983; Anderson, 1978). Relatedly, hypertension,
a disease process in which stress has been directly implicated
(Goldstein and Shapiro, 1982; Cobb and Rose, 1978; D'Atri and Ostfeld,
1975), causes three times the age and sex specific incidence of
coronary heart failure, and seven times the incidence of strokes
(Fielding and Breslow, 1983).
Understandably, preoccupation with stress is widespread, and
apparently increasing. A study of trends in industry reveals a
growing concern with stress and stress management (that is, the means
to ameliorate and control the negative impact of stress); Fielding
and Breslow (1983) surveyed the employee health maintenance programs
of 424 companies and found that stress management ranked fifth in
frequency among existing programs, but ranked first in frequency
among programs planned for initiation within twelve months following
the survey. Industry's growing interest in stress management is
not surprising in light of recent surveys which show that stress
contributes to lost industrial production estimated to cost ten to
twenty billion dollars annually (Rosch, 1979). On another level,
widespread popular concern with stress management is reflected by
the quantities of stress/stress management materials published; a
visit to any local bookstore will reveal shelves of texts explaining
3the nature of stress and how to cope effectively with stress (for
example, Aronson and Mascia, 1981; Haney and Boenisch, 1982; Maslach
and Jackson, 1981). Unfortunately, many of these programs have not
been systematically assessed for clinical validity and reliability
(for example, Aronson and Mascia, 1981; Haney and Boenisch, 1982)
such that the consumer has no information that the materials will
actually effect the changes for which they were purportedly designed.
Behavior therapists have responded to this need for clinically
valid and reliable stress management interventions by developing
a number of different treatment techniques designed to help clients
cope independently of their life stressors. Consistent with the dual
physiological and nonphysiological concommi tants of stress (as
evidenced by the aforementioned stress-related disturbances which
were both physiological and psychological in nature), techniques
have been developed to address both the psyche and the soma.
The physiological and biochemical response to stress have been
well documented in the works of Cannon (1939) and Selye (1976).
Although the literature in the physiological domain of stress is
highly sophisticated, Figure 1 illustrates a brief overview of how
one's body would typically react to a stressor. (Note: a stressor
has been defined as any stimuli that produces the physiologic stress
response, whether the stimulus is somatic, such as healing of a wound,
or psychogenic in nature, such as an intolerable partner in private
or business life (Selye, 1980). Perception of a stressor will
stimulate the hypothalamus to produce corticotropin releasing factor
4FIGURE 1
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(A more complete description of the physiological response to
stressors is available in Kjervik and Martinson, 1979, p. 89).
5(CRF) which in turn activates two distinct yet synchronous processes
called "General Adaptation Syndrome" (GAS, Selye, 1976) and
"Fight-Flight Response" ( FFR
,
Cannon, 1939).
Through the production of adrenocorticotropic hormone (ACTH),
and subsequently, corticosteroids, GAS produces involution of the
thymico-lymphatic system, inhibition of inflammatory reactions, and
production of glucose in the liver. Variations in CRF and ACTH levels
are universally accepted as the most reliable indicators showing
that a state of stress exists (Selye, 1980). FFR involves stimulation
of the sympathetic nervous system and production of epinephrine
(adrenaline) and norepinephrine (noradrenaline), which then cause
increased blood pressure, heart rate, breathing rate, body metabo-
lism, and sweating (Benson, 1975; Kjervik and Martinson, 1979). When
repeatedly elicited, that is, under conditions of chronic stress,
FFR may ultimately lead to heart attack and stroke (Benson, 1975;
Benson, 1979). The net effect of both GAS and FFR is immunosuppres-
sive; both the corticosteroids (from GAS) and the catecholamines
(from FFR) released as part of the physiological response to stressors
act to inhibit immune responsivity by binding directly to the lympho-
cyte surface or by releasing secondary mediators that increase the
function of suppressor lymphocytes (Borysenko and Borysenko, 1982).
By decreasing the body's resistance to disease, chronic stress can
greatly increase one's susceptibility to a host of pathogenic agents.
Psychologists have found that the state of relaxation produced
physiological changes that are directly opposite to those produced
6during a state of stress. Relaxation has been found to elicit
reductions in the activity of the sympathetic nervous system, with
decreases in body metabolism, heart rate, blood pressure, and
respiratory rate (Benson, 1975). By producing a hypometabol i c state,
relaxation, like sleep, has a restful effect and causes bodily energy
resources to be taxed at a lesser rate. Since relaxation produces
a state antagonistic to the hypermetabol ic one produced in response
to stressors, it would not be unreasonable to assume that elicitation
of the relaxed state would preclude the concurrent existence of the
stressed state. Furthermore, it could be argued that frequent
elicitation of the relaxed state would counteract the negative impact
of chronic stress. The clinical effectiveness of relaxation techniques
such as meditation, breathing exercises, and progressive muscle
relaxation, as described by Jacobsen (1938), in counteracting the
physiological effects of stress has been demonstrated in the
literature; in the treatment of hypertension, a disease process
associated with chronic stress, researchers have found that sustained
and significant reductions in normal and elevated levels of blood
pressure can be achieved by using any of the aforementioned relaxation
techniques (Lehmann and Benson, 1982). These relaxation techniques
which produce a state consistent with decreased arousal of the
sympathetic nervous system, have also been used in the treatment
of cancer; relaxation has been used to reduce hormonal variations
(of catecholamines and corticosteroids produced in response to
stressors) that are believed to either directly affect growth of
7tumors or indirectly affect their growth through stress- i nduced
reductions in immune responsivity of affected tissue (Borysenko, 1982).
Oftentimes, stress has been conceptualized as an intricate
neurophysiological response triggered by the cognitive appraisal of
harm or threat (Lazarus, 1975). Therefore, in addition to using
relaxation techniques to decrease physiological responsivity to
stressors, psychologists have also developed cognitive techniques
to reduce emotional responsitivity. It has been widely argued that
physiological responsivity to stressors provides a meaningful
reflection of emotional responsitivity (Light, 1981; Burchfield, 1979).
Researchers (Funkenstein, King and Drolette, 1957) have shown that
the emotions aroused during stress include anxiety, along with anger
directed inwardly and anger directed outwardly; Funkenstein et al
found that excessive secretion of norepinephrine was correlated with
anger directed outwardly, and that excessive secretion of epinephrine
was correlated with anger directed inward and anxiety. However, the
physiological changes associated with anxiety were significantly more
intense than those associated with anger (directed both inwardly and
outwardly). Furthermore, anxious subjects demonstrated the poorest
performance on various stressful tasks. (Of the other emotions, anger
out was less disruptive than anger in). The emotional response of
anxiety has been so noticeably associated with stress that some
researchers reserve the term "stress" to refer to the physiological
changes associated with GAS and FFR, and the term "anxiety"
(Siomopoulos and Crawford, 1983) or "worry" (Brown, 1980) to refer
8to all the concommitant psychological changes. These psychological
changes subsumed under the heading of anxiety are thought to include
apprehension, feelings of insecurity, uncertainty, inadequacy,
conflict, frustration, and anger (Brown, 1980; Siomopoulos and
Crawford, 1983; Woolfolk, et al, 1982).
Researchers believe that chronic, unresolved anxiety or worry
engendered by stressors could eventually lead to clinical depression
or obsessive compulsive disorders or schizophrenia (Siomopoulos and
Crawford, 1983; Funkenstein, et al , 1957 ; Schill, Adams and Ramanaiah,
1982; Anderson, 1978). Funkenstein and his colleagues report a study
which lends support to this belief; the same correlations obtained
between the emotions expressed and the physiological reactions of
healthy men during acute stress were also obtained in psychiatric
patients during conditions devoid of external stress. For example,
college students who reacted during acute stress with anger out showed
an excessive secretion of norepinephrine, as did angry paranoid
patients under nonstressful situations. Contrastingly, students who
reacted to acute stress with anger in showed an excessive secretion
of epinephrine, as did clinically depressed patients under normal
conditions. These findings led the authors to speculate that emotional
and physiological response during acute stress is predictive of the
type of psychiatric illness that may develop, and that proneness to
develop psychiatric symptoms is related to ability to handle stress
over a period of time.
9After subjecting students to periods of sustained stress,
Funkenstein et al ( 1957) found that some were able to master their
responsitivity to stressors (that is, decreased intensity of
physiological response, less emotionality reported, and increased
quality of task performance), while others either continued to be
troubled by the stressors, or became more troubled over time.
Utilizing the data from clinical interviews and from a battery of
personality tests (including the Brownfain Self-Concept Test), the
authors found that the ability to master stress (physiologically,
psychologically and behavioral ly) , was associated with several
cognitive factors. Ability to assess reality was found to be a highly
significant discriminator of those who did and those who did not
master stress; an example of a reality oriented response was, "I
left out a few words in the middle because I worried too much," while
a non-reality oriented response was, "I didn't do as well as the
others" (without knowing how others performed). Other factors
predictive of ability to master stress included integration of
personality as measured by the Phrase Association Interview (described
in Funkenstein, et al, 1957, p. 291), and perceived interpersonal
relationships as measured by the Brownfain Self-Concept Test. In
sum, Funkenstein 1 s work indicates that people who manage their stress
effectively are characterized by the following cognitive traits;
1) able to allow themselves to admit to both positive and negative
traits, having a well integrated sense of self; 2) a high degree
of congruence between self -perception and perception of how one is
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perceived by others; 3) ability to accurately assess the realities
of a stressful situation without overpersonal i zi ng and allowing one's
self-image to be threatened. Although Funkenstein et al's works were
conducted over a quarter of a century ago, recent literature seem
to support their findings regarding the importance of rational
cognitive beliefs in the effective management of stress (Schill,
et al, 1982).
"People currently learn to cope with stress in a haphazard
fashion; it would appear more sensible to devise empirically based
programs which explicitly teach skills and provide practice in
applying them to various stressors" (Barrios and Shigetomi, 1979,
p. 473). Sentiments such as these seem to have spurred psychologists
to develop a number of cognitive coping skills to help people master
stress. Designed to facilitate the objectivity that seems so critical
to mastery of stress, these cognitive coping techniques include
systematic desensitization (Goldfried, 1971), imagery ( Def fenbacher
and Snyder, 1976), and various reality orienting self-statement
modification techniques such as self-labels, altered attributions,
information-seeking, imagery rehearsal, anticipatory problem-solving,
and task organization (Meichenbaum, 1973).
Incorporating the relaxation and cognitive coping techniques,
psychologists have developed a number of mul ticomponent anxiety
reduction programs which are designed to provide clients with
generalized coping skills to deal with the stress aroused by a wide
range of stressors. Consistent with the literature (Barrios and
Shigetomi, 1980), programs using this treatment format combining
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some form of relaxation training and some form of cognitive coping
skills training, will be generically referred to as Coping Skills
Training (CST). Programs which use the CST format include, 1) Anxiety
Management Training (Suinn, 1976), 2) Relaxation as Self-Control
(Deffenbacher and Snyder, 1976), 3) Cue-Controlled Relaxation (Russel
and Sipich, 1973), 4) Self-Control Desensitization (Goldfried, 1971),
and 5) Stress Inoculation (Meichenbaum and Turk, 1976). Procedural
formats for these programs are as follows:
1) Anxiety Management Training (AMT); Consisting of three basic
phases, clients are initially introduced to the principles
of AMT and trained in the deep muscle relaxation exercises
specified by Jacobsen (1938). During the second phase,
clients are taught to identify and visualize imagined
situations which arouse feelings of anxiety, relaxation,
or competency, learning to discriminate the sensations
associated with each state, and using a deep breath control
cue to shift from anxiety to relaxation states. The third
phase involves repeated practice of inducing anxiety and
quickly shifting to either relaxation or competency imagery.
2) Relaxation as Self-Control (RSC); Like AMT, RSC consists
of three steps. Discrimination training is the first step
and clients are taught to become consciously aware of the
response-produced cues associated with anxiety. Secondly,
clients are trained in deep muscle relaxation exercises,
and thirdly, they are instructed in application training.
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Application training consists of seven components: amplified
breathing, i.e., alternating focus between deep chest
breathing, deep stomach breathing, and stomach fatiguing;
differential relaxation, i.e., identification of tension
during daily activities and subsequent relaxation of muscles
that are unnecessarily tense; cue-producing relaxation;
pleasant scene imagery; tension-release from problem areas;
combined exercises; and instructional set.
Cue-Controlled Relaxation (CCR); CCR's goal of teaching
clients to become relaxed in response to a sel f
-produced
cue is achieved in two steps. First, the client is trained
in deep muscle relaxation. After the client has become
familiar with the relaxation procedures, and while she/he
is totally relaxed, she/he is told to subvocalize a cue word
such as "calm" or "control" with each exhalation until the
association between the state of relaxation and the cue word
is firmly established.
Self-Control Desensitization (SCD); SCD consists of Wolpe's
(1969) traditional systematic desensitization with some
changes in procedure and rationale designed to emphasize
self-control and general izabi 1 ity of the skills. Within the
context of learning a coping skill to actively deal with
anxiety, clients are taught deep muscle relaxation. A single
hierarchy of varied situations eliciting increasing amounts
of anxiety is used primarily to provide anxiety cues toward
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which the relaxation coping skill is directed. Clients are
told that they will be learning how to relax, how to recognize
tension as a signal to begin relaxing, and gain practice
in relaxing away tensions engendered by various anxiety
provoking images, during the treatment sessions. However,
clients are told that their goal of treatment is to apply
the coping skill to ease tensions in various life situations,
i.e., they are taught to cope with proprioceptive anxiety
responses and cues instead of the situations which elicit
tension.
Stress Inoculation (SI): SI is sel f
-statement modification
coping skills package designed to provide clients with a
set of skills to deal systematically with stress. During
the initial educational phase of treatment, clients are
presented with Schacter and Singer's (1962) theory of emotion
as a two-part reaction (that is, heightened physiological
arousal plus anxiety-arousing thoughts, images and self-
statements) and told that maladaptive self-statements made
during arousal are the prime causes for the clients' stress
response. The second phase is used to teach clients a variety
of coping techniques including getting information about
the feared object, physical relaxation (deep muscle relaxation
and breath control), and changing cognitive sets through
reappraisal and attribution. Clients are taught to become
aware of and to monitor anxiety-arousing self-statements,
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to produce positive, incompatible ones, and to respond to
maladaptive behavior, thoughts, and feelings as cues for
using the coping techniques. Finally, clients practice
their coping skills in stressful laboratory situations (e.g.,
shock or cold pressor tests), and discuss application of
the techniques to various life situations.
Although the relative contributions of relaxation training and the
cognitive coping skills to the overall programs' effectiveness is
unclear, the outcome research of CST (coping skills training) programs
is positive, generally yielding decreased responsiti vity to a wide
range of both targeted and nontargeted (that is, producing generalized
effects) anxiety-producing stimuli (Barrios and Shigetomi, 1979;
Grimm, 1980; Miller and Berman, 1983). For example, in their
quantitative meta-analysis of CST programs, Miller and Berman (1983)
conclude that the efficacy of cognitive behavioral programs, including
the CST programs discussed here, is relatively uniform, despite
differences in types of problems and formats of treatment.
Anxiety Management Training (AMT) was found to produce
significant reductions in mathematics (Richardson and Suinn, 1973;
Suinn and Richardson, 1971), public speaking (Nicoletti, 1972), test
(Deffecbacher and Shelton, 1973), and general anxiety (Edie, 1972;
Jannoun, Oppenheimer, and Gelder, 1982). Furthermore, a number of
these studies (Deffenbacher and Shelton, 1973; Edie, 1972; Nicolette,
1972: Suinn and Richardson, 1971) yielded results which suggest that
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AMT produced generalized effects; although they learned the anxiety
coping skills within the context of a particular stressor, subjects
were able to apply these skills to other stressful, anxiety-provoking
situations not practiced in treatment. Also, Jannoun, et al (1982)
demonstrated that the treatment gains wrought by AMT were maintained
after the end of treatment.
Likewise, successful anxiety reduction with Applied Relaxation
was achieved in the treatment of test (Chang-Liang and Denney, 1976;
Deffenbacher and Snyder, 1976), public speaking (Goldfried and Trier,
1974; Osberg, 1981), communication (Deffenbacher and Payne, 1977),
interview (Zeisset, 1968) and free floating anxiety (Sherman and
Plummer, 1973). Although few in number, the studies which assessed
generalized effects of Applied Relaxation found evidence supportive
of this program's general izibi 1 ity (Chang-Liang and Denney, 1976;
Zeisset, 1968).
Research indicates that Cue-Controlled Relaxation (CCR) can
also produce substantial reductions on various anxiety symptoms
including nailbiting, (Barrios, 1977), test (Counts, Hoi 1 andsworth,
and Alcorn, 1978; Mcglynn, Kinjo, and Doherty, 1973), dental (Beck,
Kaul, and Russell, 1978), public speaking (Gurman, 1973; Russell,
and Wise, 1976), flying (Reeves and Mealiea, 1975), snake (Russell
and Matthews, 1975) and general anxiety (Barrios, 1978), and acne
(Hughes, Brown, Lawlis, and Fulton, 1983). Evidence for generalized
reduction in non-target anxiety and fear behavior using the Cue-
Controlled Relaxation was also obtained (Barrios, 1978; Counts, et al,
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1978; Gurman, 1973; Russell, et al, 1975; Russell and Wise, 1976).
Self-Control Densensitization produced significant reductions in test
(Denney and Rupert, 1977; Lent and Russell, 1978), public speaking
(Goldfried and Goldfried, 1977), interpersonal (Kanter and Goldfried,
1979), and general anxiety (Goldfried, 1973; Arkowitz, 1974). Evidence
of generalization (Lent and Russell, 1978; Goldfried, 1973; Arkowitz
1974) and maintenance (Kanter and Goldfried, 1979) effects of
Self-Controlled Desensitization were apparent in some studies which
gathered data to assess these effects.
As with the other programs, Stress Inoculation produced
significant reductions in test (Meichenbaum, 1972), snake and rat
(Meichenbaum and Cameron, 1973), and speech anxiety (Meichenbaum,
Gilmore, and Fedoravicious, 1971), as well as increasing tolerance
to painful stimuli (Kaplan, Metzger, and Jablecki, 1983), and
decreasing agoraphobia (Mavi ssakal i an, Michelson, Greenwald, Kornblith,
and Greenwald, 1983). Furthermore, the data revealed that Stress
Inoculation was superior to attention placebo and no treatment in
reducing these various symptoms of anxiety. Stress Inoculation yielded
generalized effects at posttest and at followup and these effects
continued to be superior to those obtained under conditions of placebo
control and no treatment (Meichenbaum and Cameron, 1974; Meichenbaum,
et al, 1971).
The positive outcome results for these different programs must
be interpreted with some caution, however, because of some method-
ological limitations common to many of these studies. First, a number
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of the studies based their findings on uncontrolled single case reports
(for example, Barrios, 1978; Gurman, 1973; Russell and Mathews, 1975;
Arkowitz, 1974; Goldfried, 1973). Although these studies provide
concensual support for their programs, conclusions that attribute
reductions in anxiety to the unique characteristics of the programs
must be drawn tentatively until further research has compared the
programs' abilities against those of placebo control and no treatment.
Secondly, the designs of many of these studies cited did not include
follow-up assessment. Thus, with the exception of the results from
Deffenbacher and Shelton (1973) and Goldfried and Trier's (1974)
studies, no information is available on the long-term treatment effects
and general izability of AMT and AR, respectively. The importance
of follow-up assessment in examining generalization effects is
highlighted in Deffenbacher and Shelton's (1973) study which found
that AMT yielded greater generalized effects (than systematic
desensitization) at follow-up, though equivalent treatment and
generalized effects at post-treatment. Although follow-up data were
more readily available for the other programs, presence of follow-up
data was by no means consistently apparent. Clearly, CST programs
can produce short-term reductions (that is, during the course of
treatment) in targeted and nontargeted anxieties. However, in the
absence of consistent data of the long term benefits, it is difficult
to draw firm conclusions about the effectiveness of CST programs in
providing generalized coping skills to meet the on-going needs of
stress management.
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Despite the lack of control conditions and follow-up assessments
limiting individual studies, the outcome research as a group, provide
convergent support for the short and long term benefits of CST
programs. Positive results were obtained from studies that were both
adequately controlled and included follow-up data; for example,
Meichenbaum, et al, (1971) not only found that Stress Inoculation
produced greater reductions in speech and other nontargeted anxieties
than attention placebo and no treatment at post-test, but also that
these group differences in specific and generalized effects remained
constant over time. Similar group differences over time were found
for AMT (Deffenbacher and Shelton, 1973), Cue-Controlled Relaxation
(McGlynn, et al, 1973), and Self-Control Desensitization (Lent and
Russell, 1978).
Though limited in numbers, these methodologically unhindered
studies provide data suggesting that CST programs may approximate
the ideal intervention which, as specified in Barrios and Shigetomi
(1980), serves both remedial (that is, specific treatment effects)
and preventative (that is, long-term generalized effects) functions.
The advantages of CST programs are apparent not only in terms of .
treatment, but also in their cost-effectiveness; for example, a series
of ten sessions of Stress Inoculation can cost as little as $100
(Kabat-Zinn, 1982), as compared to some traditional individual
therapies which can cost as much as $100 for a single session.
The pervasiveness of anxiety-provoking stressors, and the large
proportion of the general population who suffer from debilitating
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anxiety in a variety of situations (Barrios and Shigetomi, 1979),
strongly justify the development of cost-effective coping strategies
which would be widely available to most people. Clearly, the
aforementioned CST programs are more affordable and therefore more
accessible to more people than traditional individual therapy.
However, these CST programs are all designed to be used under
conditions of therapist administration, as defined by Glasgow and
Rosen (1978), that is, where clients engage in regularly scheduled
sessions with a therapist to clarify, elaborate, and apply the
information presented in a written text. Conditions of
therapist-administration may inherently limit ease of accessibility
for the following reasons. First, stress and its associated anxiety
is so omnipresent that the number of people needing and/or seeking
stress management may far exceed the available time of health
professionals. Second, many people may be unable or unwilling to
commit themselves to time-consuming clinical contact schedules. And
third, face to face counseling may not be necessary for those capable
of significant self-direction. These arguments regarding limited
supply and demand, clients' time limitations, and appropriate intensity
of treatment, have been made to forward the cause of self-control
in treatment (Glasgow and Rosen, 1978 and 1978; Barrios and Shigetomi,
1980). Treatment in the form of bibl iotherapy involving no therapist
contact would represent the ultimate degree of self-control in
treatment. Clearly, pure self-help is not suitable or desirable for
everyone, including those incapable of adequate self-direction and
20
those whose severity of distress requires more intensive care.
However, self-help bibl iotherapies can provide a cost-effective
alternative to therapist involved treatment for many people who do
not meet these exclusionary criteria.
Bibl iotherapies are accessible to most people because the amount
of time and money involved would probably be more acceptable to more
life circumstances than would interventions involving a therapist;
many bi bl i otherapi es cost less than $20 (for example, Aronson and
Mascia, 1981; Haney and Boenisch, 1982), and after paying the initial
fee for the materials, the client would be free to use the materials
whenever and wherever she/he felt the need. For that portion of the
population who could benefit from learning more effective ways to
control their stress response (both physiologically and
nonphysiological ly) , but who are either unwilling and/or unable to
engage in the therapist administered programs, a self-administered
version of some CST program would be ideal.
Unfortunately, formally tested self-administered versions for
the aforementioned CST programs are not currently available. However,
indirect support for the clinical feasibility of self-administered
versions of these programs (if they existed) can be drawn from the
positive outcomes of studies testing self-administered treatment of
specific anxieties (as opposed to CST which targets both specific
and nonspecific anxieties). Researchers have found that self-
administered conditions yielded significant reductions on a number
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of the same specific anxieties which were also successfully treated
by CST programs (including snake, public speaking and test anxiety),
using similar desensitization procedures. For example, Rosen (1976)
found that self-administered desensitization produced significantly
greater reductions in snake anxiety, than did no treatment and placebo
control. Marshall, Presse and Andrews (1976) found that a
self-administered desensitization manual for public speaking yielded
significantly greater improvements for the experimental group than
for the no treatment and the placebo groups. Other researchers
(Frankel and Merbaum, 1982; Glasgow, Swaney and Schafer, 1981) found
that a self-help manual produced significant reductions in nailbiting,
and that these behavioral reductions were maintained after the end
of treatment. Likewise, self-administration has also been used to
obtain significant reductions in test anxiety (Richardson, et al,
1973).
Clearly, predictions about the effectiveness of self-administered
CST programs can not be drawn from the successful outcomes of
self-administered treatment of specific anxieties; the scope of the
treatment goals of the former are much broader than those of the
latter, seeking to affect future as well as present anxieties.
However, the similarities between studies of the two types of
treatments, in terms of the identified target anxieties, and use of
relaxation and desensitization procedures, would seem to lend support
to the clinical feasibility of a self-administered CST program. Since
desensitization effectively reduced snake, public speaking and test
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anxiety under conditions of self-administration, one would expect
similarly positive outcomes when conditions of self-administration
are impod on programs using several cognitive techniques, which may
or may not include desensitization.
At present, the closest approximation to sel f
-admi ni stered CST
program (that is, one incorporating some form of relaxation training
with some form of cognitive coping skills training) can be found in
various popular psychology self-help texts. For example, in the
self-administered, commercially available manual entitled " Stress
Management Workbook; An Action Plan for Taking Control of Your Life
and Health " (Aronson and Mascia, 1981), the authors seem to achieve
topical comparability with CST programs by providing exercises for
relaxation including progressive relaxation (used in all the CST
programs previously described), imagery (used in Relaxation as
Self-Control ) , breathing exercises (found in Anxiety Management
Training and Relaxation as Self-Control, and meditation (found in
Cue-Controlled Relaxation). Also presented are many of the cognitive
coping skills previously mentioned, such as changing self-labels,
altered attributions, information seeking, imagery, rehearsal, task
organization, and anticipatory problem-solving.
Aronson and Mascia's (1981) manual is less than ideal for testing
the effectiveness of the CST format under conditions of
self-administration because it combines various aspects of all the
CST programs and is not directly comparable to any one program.
However, lack of direct comparability with these formally tested
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nrograms need not imply that the combined bi bl i otherapy won't be. useful
in giving information regarding the performance of the CST format,
in general, under conditions of self-administration. A number of
studies have appeared in the literature which loosely combine various
aspects of the formalized CST programs while still maintaining the
general CST format (that is, some form of relaxation training and some
form of cognitive coping skills training) to yield positive treatment
outcomes (Barrios and Shigetomi, 1979; Charl esworth, Murphy and Beutler,
1981; Garrison and Scott, 1979; Casas, Beemsterboer
, and Clark, 1982).
For example, Garrison and Scott (1979) report reductions in responsivity
to stressors by combining progressive relaxation (as described by
Jacobsen, 1938) and meditation (similar to the procedure by Benson,
1975) along with cognitive coping skills such as desensitization,
anticipatory problem-solving and task organization. Like the research
on the formalized CST programs, the work on these unformalized programs
was conducted under conditions of therapist administration. In the
absence of self-administered coping skills programs which have been
systematically assessed, a study of the performance of a topically
comparable (that is, with the CST format) bibl iotherapy may shed some
light on the effectiveness of coping skills training programs in
general, when, used under conditions of self administration.
If the self-administered mode of presenting information was as
effective at imparting information as the therapist-administered mode,
then similarly positive outcomes would be expected from the highly
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cost-effective bibl iotherapy as well as from the somewhat less
cost-effective, therapist-administered therapies. Unfortunately,
the literature suggests that such an assumption about equality of
conditions can not be made because of motivation and maintenance
problems unique to the self-administered condition. Researchers have
noted that the self-administered format seems to produce short-term
benefits for many types of problems (including public speaking, test
and snake anxiety) but at the same time, are troubled by follow-through
problems (Glasgow and Rosen, 1978 and 1979; O'Farrell and Keuthen,
1983). For example, Marshall, et al (1976) found significant
reductions in public speaking anxiety among subjects in the
self-administered condition. However, the drop-out rate for this
group was higher than in any of the other conditions (that is, the
minimal contact, the therapist-administered, the no treatment, and
the placebo control groups). Furthermore, half of the remaining
self-administered subjects failed to complete their programs, making
interpretation of the significant outcome data difficult. Similarly,
maintenance issues have been of central concern in outcome studies
evaluating self-administered programs for snake phobia (Clark, 1973)
and test anxiety (Beneke, and Harris, 1972). Using a self-help
desensitization manual and an audiotape, to treat snake phobics, Clark
(1973) reported close to a 50% attrition rate. Likewise, Beneke and
Harris (1972) found that only 9 of 53 original subjects completed
all the lessons in their program for test anxiety. Since the full
clinical efficacy of any given program is relative to the benefits
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deriving from its (the program's) proper application, problems of
subject follow-through can seriously jeopardize the interpretabi 1 ity
of the positive results reported by these self-administered studies;
although the programs clearly benefitted the subset who persevered
through the complete course, general conclusions about the
effectiveness of the program for the public at large cannot be drawn.
The follow-through problems associated with the self-help process
during treatment also seems to affect generalization and maintenance
after treatment. Research has shown that post-treatment performance
is highly correlated with performance during treatment (Repucci and
Baker, 1969; Rosen, Glasgow and Barrera, 1976). Therefore, one would
expect that self-administration would engender less maintenance of
treatment gains and less generalization of treatment gains over time
than would be expected of therapist administration. Furthermore,
Marshall, et al (1976) found that self-administration not only produced
less posttreatment follow-through than therapist administration in
the treatment of public speaking anxiety, but that it also yielded
less self-reported tendencies toward generalization than the latter.
These two seeming drawbacks of the self-administered bi bl iotherapy
process may be critically important considerations when attempting
to apply this process to treat a pervasive (needing generalized coping
skills) and on-going (needing the skills to be maintained over time)
phenomenon like stress.
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Inconsistent levels of client involvement, as evidenced by the
attrition rates apparent in the aforementioned outcome studies of
self-administered treatment of anxieties may be indicative of a central
problem inherent in this mode of presentation. In their work comparing
self versus therapist administered treatments of obesity, Jeffery
and Gerber (1982) found that the most critical determinant of outcome
was level of subject involvement. Research suggests that levels of
subject involvement may be greater under conditions of therapist
administration, rather than self-administration; greater levels of
therapist contact seems to result in proportionately greater levels
of client satisfaction and more posttreatment maintenance behaviors
(Frankel and Merbaum, 1982; Jeffery and Wing, 1979; Morrison, Beeker,
and Heider, 1983).
In sum, the literature of self-administration suggests that the
self-administered treatments (for various target problems, including
stress-related ones) may be effective agents of change. However,
at present, this type of treatment seems less able to elicit
follow-through behaviors, maintenance and generalization effects
(posttreatment) and overall subject involvement than therapist
administered treatments. Despite the equivocal nature of outcome,
findings on self-administered treatments, self-administration is
irrefutably more cost effective than therapist administration, and
therefore deserves further consideration as a format within which
to present stress management. "When a self-administered procedure,
is not as effective as a therapist administered procedure, its use
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may still be justified by cost-effecti vensss superiority" (Glasgow
and Rosen, 1978, p. 4). To increase effectiveness of the self-help
process, researchers have suggested that future research attempt to
identify alternative instructional formats which would increase
subjects' involvement in the treatment (Glasgow and Rosen, 1978 and
1979; Kendall and Zupan, 1981).
The critical question then becomes one of finding a mode of
presentation within the self-administered format that would maximize
utilization while minimizing attrition. Perhaps some of the
follow-through problems could be defused if the programs were designed
to specifically address some of the needs ordinarily met by a
therapist. For example, one of the functions served by a therapist
is to present treatment interventions in the way that is most relevant
to the client, to ease the process of change by tailoring the treatment
specifically to the issues and conflicts confronting the client and
his/her life situations. Researchers seem to agree that treatment
in general should focus on the exact stressors with which the client
is struggling (Horan, 1978; Barrios and Shigetomi, 1980; Straw and
Terre, 1983: Klepac, Hauge, Dowling and McDonald, 1981), so more facets
of the treatment program would be directly relevant to the individual
client (than would a standardized set of procedures such as Aronson
and Mascia's (1981) manual on stress management). Indeed, it was
noted that one of the strengths of the therapist administered CST
is the "individual-centered approach" (Barrios and Shigetomi, 1980,
p. 435) adopted; they argue that a tailored approach (note: tailored
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by the therapist involved) which joins the individual clients' existing
frame of reference would arouse less resistance to change than would
an approach which requires the client to adopt a new frame of
reference.
Despite expectations that tailoring would enhance treatment
outcomes, very little research seems to have been conducted to directly
assess the influence of individualizing programs. However, the
findings that have accrued are promising. For example, Harris and
Johnson (1983) found that utilization of personalized coping images
(plus study skills training) produced significant behavioral and
attitudinal changes in test anxious students. Consistent with the
belief that learning is facilitated by a tailoring process which
increases the similarity between learning and target environments
(Bransford, 1979), research has shown that generalization effects
of Stress Inoculation occurred only when the training stressors were
tailored to the target stressors facing each subject; generalization
did not occur in the absence of tailored stressors (Klepac, et al,
1981). Also, in a comparison of subjects response to an individualized
and a standardized program for obesity, it was found that subjects
receiving the individualized programs reported greater levels of
satisfaction with their treatment process and were more willing to
work at maintaining treatment gains on a posttreatment basis than
were their standardized counterparts (Straw and Terre, 1983). Taken
together, these studies suggest that tailoring may enhance the
acquisition of coping skills to deal with various target problems,
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including those problems engendered by stress-related anxiety.
Tailoring seems to enhance generalization and maintenance effects,
as well as increasing subjects satisfaction with the treatment process.
As noted previously, generalization, maintenance and subject
satisfaction represent three areas in which self-administration seems
lacking; and drawbacks of self-administration may be mitigated if
the treatment materials were presented within a tailored instructional
format.
Commercially available stress management manuals such as Aronson
and Mascia's (1981) typically adopt a standardized format, geared
toward the public at large and purposely written in a general style
to extend the range of people who can use the materials. Although
this self-contained, nontailored approach is highly cost-effective
and widely accessible, it (this approach) may, like other
self-administered treatments for anxiety, lose effectiveness by
incurring problems of motivation and follow-through. Individualized
therapist administration affords more tailoring, and would be expected
to yield greater levels of motivation and follow-through than
nontailored self-administration, but is not as cost-effective or as
accessible as the latter.
A compromise between standardized self-administered treatment
and individualized therapist-administered treatment, may be in
self-administered treatment which has been tailored toward the
stressors confronting a particular group of people. Although this
group tailoring approach would not achieve the same degree of program
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relevancy as would individual tailoring, it would certainly make more
facets of the program directly relevant to the individual group members
than would a totally nontailored program. Additionally, the
self-administered format would allow for a high degree of
cost-effectiveness. Assuming that greater relevancy produces greater
levels of motivation and follow-through as suggested by the work of
Straw and Terre (1983), group tailoring of sel f
-admi ni stered CST-like
bibliotherapies may represent a cost-effective accessible and effective
means of presenting coping skills materials. In sum:
1) Stress involves concurrent physiological (General Adaptation
Syndrome and Fight-Flight Response) and psychological
responses to stressors.
2) Exposure to excessive, unresolved stress can lead to serious
consequences, both physiologically (for example, hypertension,
ulcers) and psychologically (for example, severe anxiety
and depression)
.
3) Psychologists have developed techniques to counteract the
physiological and psychological responsiti vity to stressors;
relaxation techniques such as meditation, breathing exercises
and progressive muscle relaxation have been found to produce
a physiological state antagonistic to that produced in
response to a stressor; cognitive coping techniques such
as desensitization and altered attributions have been
developed to facilitate the cognitive processes that seem
to be critical to mastery of stress.
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The relaxation and cognitive coping techniques have been
variously combined to form different treatment programs which
have been loosely grouped together as Coping Skills Training
(Barrios and Shigetomi, 1980).
The outcome literature on the CST programs attest to their
effectiveness in reducing targeted and nontargeted anxieties,
lending them credibility as tools to counteract the pervasive
stresses of daily life.
Since stressors are so omnipresent, it was argued that
treatment of stress must be widely available. Accessibility
of CST could be increased if CST were available in a
self-administered format.
Research findings from self-administered treatments of
specific anxieties suggest that self-administration of
CST- 1 ike programs would be troubled by problems of
follow-through, maintenance, and general izibi 1 ity.
Researchers believe (Horan, 1978; Barrios and Shigetomi,
1980; Klepac, et al, 1980; Straw and Terre, 1983; Bransford,
1979) and initial research findings suggest (Harris and
Johnson, 1983; Klepac, et al, 1981; Straw and Terre, 1983)
that tailoring the content to the needs of the client will
increase follow-through, generalization, and maintenance
behaviors
.
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9) A self-administered CST-like program tailored to the stressors
confronting a specific group was proposed as a potentially
cost-effective and clinically effective alternative
instructional format to the highly cost effective standardized
self-administered format and the clinically effective, highly
individualized therapist administered format.
The purpose of the present study is to assess the feasibility of a
self-administered approach to stress management, to explore the extent
to which various self-administered instructional formats can approach
the clinical effectiveness of therapist administration. A standard
(that is, nontailored) sel f -admini stered CST-like stress management
program will be compared to another CST-like self-administered stress
management program which is developed to specifically address the
stressors confronting a particular group of people. Criteria for
comparison include ability to reduce responsivity to a variety of
anxiety provoking stressors at posttreatment, demonstrated
follow-through behavior during treatment, and maintenance of treatment
gains over time.
The major hypotheses include:
1) Subjects who receive the group-tailored treatment materials
will report less responsivity to stressors and demonstrate
more follow-through behaviors than subjects who receive the
topically comparable standard program.
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Subjects who maintain weekly contact with a therapist in
addition to receiving the treatment materials will report
experiencing less responsivity to stressors and demonstrate
more follow-through behaviors than subjects receiving only
the treatment materials.
CHAPTER II
METHOD
Subject Selection
Thirty psychiatric nurses were chosen for use in this study
because they represent a group which has been identified as being at
high risk for experiencing sustained periods of stress (Appl ebaum,
1981; Beland, 1980; Shubin, 1978; Deleo, Magni
,
Vailerini, and Palu,
1982). Indeed, research shows that psychiatric nurses report
significantly greater levels of anxiety and depression (two
con commit ants of excessive stress) than general nurses (DeLeo, et al
,
1981). This vulnerability of psychiatric nurses to the negative
impacts of stress suggests that they (the psychiatric nurses) are a
population for whom issues of stress management are particularly
relevant, and who would be expected to be invested in working to
increase their stress management skills.
In general, the field of nursing is thought to confront
stressors unique to their profession, including the following:
organizational stressors such as long work hours, large patient to
staff ratio, few sanctioned time-outs, and rotations which impede the
development of stable support networks with other staff:
environmental stressors like run-down and/or crowded work
surroundings, malfunctioning heating, cooling or plumbing systems,
and psychosocial stressors such as changing roles in nursing,
interstaff conflicts with superiors, subordinates and/or peers
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(Applebaum, 1981; Beland, 1980; Lamb, 1979; Pines and Kafry, 1978;
Pines and Maslach, 1978; Patrick, 1979; Shubin, 1978). These
occupational stressors provide a focal point around which to
structure the group-tailored program.
A recruitment flyer asking registered nurses (fill's) to
participate in a stress management study was circulated to all the
wards at the Northampton Veterans Administration Medical Center.
Potential subjects (that is, those interested in learning more about
the study) were asked to attend a meeting where further information
was given regarding the purpose of the study, the time commitment
that would be involved, and the level of involvement that would be
expected of participants. At this time, the potential participants
were encouraged to ask questions about the study and attempts were
made to reinforce the perception of participants as concerned
individuals who were not only helping themselves learn to cope
effectively with stress, but who were also helping to work toward a
solution to a difficult problem facing all nurses (that is, excessive
stress, much of which probably originates at work). These potential
subjects were told that the purpose of the study was to evaluate the
relative merits of two different stress management programs,
S.M.A.R.T. Living I (the program tailored toward stressors often
confronted by nurses) and S.M.A.R.T. Living II (the standard,
untailored program). Care was taken to minimize expectation sets;
potential subjects were told that while both programs were effective
tools for learning to cope constructively with stressors, we were
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interested in seeing which program worked best for nurses as a
group. From this original pool of potential subjects, 31 actual
volunteers (27 women and 4 men) who were willing to commit themselves
to six weeks of working intensively on stress management, were
recruited. These subjects were then randomly assigned to one of
three conditions: sel f
-admi ni stered tailored program (9 women, 1
man); sel f
-admi ni stered nontailored program (9 women, 1 man );
therapist-administered tailored program (9 women, 1 man). The
attrition rate was approximately 3%; one of the male nurses withdrew
during the first week of the study, leaving a total N = 30, with 10
subjects in each condition. The mean age of remaining subjects was
40 (range -25 years to 65 years); the mean age of the female subjects
was 41 (range-25 years to 65 years); the mean age of the male
subjects was 35 (range-34 years to 36 years). None of the subjects
had a prior history of having participated in a structured stress
management program, although six of the women had attended lectures
which talked about stress.
Pretreatment Procedures
Prior to treatment, all subjects were pretested on Spielberger,
Gorsuch and Lushene's State-Trait Anxiety Inventory (STAI, 1970), and
demographic data pertaining to age, sex and previous contact with
stress management programs, was gathered. Subjects were individually
advised in choosing one naturally occuring behavior whose frequency
or intensity changed consistently under stress. Personalized
schedules and proceduris were developed for observing and recording
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each of the stress-related behaviors on the weekly behavioral diary
form provided (Appendix A). Discrete behaviors such as between meal
snacking (especially candy and/or sweets), negative sel f
-statements
,
cigarette smoking, beer drinking, swearing, coffee drinking, and
nervous gestures (e.g., biting nails and picking at face) were
monitored on the basis of frequency of occurrence. Continuous
behaviors like gastrointestinal discomfort, urges to cry/emote/scream,
insomnia, muscle tension and arthritic pain were rated in terms of
intensity of the experience. Care was taken to ensure that monitoring
schedules were minimally onerous but able to produce maximally
accurate data. Schedules used for monitoring each of the stress-
related behaviors are listed in Table 1.
The reinforcing value of sel f
-monitori ng (i.e., actually seeing
one's negative stress-related behavior decrease over the weeks) was
emphasized as well as the critical importance of the daily data to the
outcome of the study. The procedures used by the experimenter to
introduce the sel f-moni tori ng component generally followed the
guidelines detailed by Mahoney (1976). These procedures are as
fol 1 ows
:
1) Explicit definitions and examples of the target behaviors were
gi ven.
2) Instructions for when and how to monitor the stress-related
behavior were given.
3) Subjects were shown how to self-monitor on a sample data form.
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TABLE 1
Schedules for Monitoring Stress Behavior
WHAT MONITORED
1. Between meal snacks
2. Blood pressure
3. Gastrointestinal
4. Eating candy
5
.
Urge to emote (i.e.,
to cry, scream, or
use obscenities)
6. Smoking cigarettes
7. Insomnia
8. Biting nails
9. Muscular tension
10. Beer drinking
11. Negative self-
statements
12. Drinking coffee
13. Perspiration
14. Picking at face
15. Arthritic pain
HOW MONITORED
Frequency count
Length of duration
Frequency count
4 point intensity
ratings of each
epi sode
Frequency count
Time interval
before sleep
Frequency count
4 point intensity
rati ng
Frequency count
Frequency count
Frequency count
4 point intensity
rating
Frequency count
4 point intensity
rati ng
WHEN MONITORED
Work hours
End of work
Work hours
Work hours
Work hours
Work hours or
the hours after
rounds
Bedti me
Work hours
Work hours
Off work hours
Work hours
Work hours
Work hours
Work hours
At end of work
hours
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4) Subjects were asked to repeat the target definitions and
self-monitoring instructions.
5) Subjects' understanding of their sel f
-moni tori ng task was
tested by having them monitor several trial instances.
After the sel f
-moni tori ng process had been explained, subjects were
asked to take baseline data on their target behavior for one week
prior to receiving either the nurse-tailored program, the standard
program, or one of these programs (in actuality, the tailored
program) plus weekly meetings. Also, subjects were asked to give the
Stress Evaluation Scale (Appendix B) to two socially significant
others (defined as people with whom the subject interacts daily and
who knows the subject well enough to be able to give informed
responses on the subject's level of stress). Attempts were made to
circumvent the possibility of subjects influencing these ratings by
including a prestamped, preaddressed return envelope with each Stress
Evaluation Scale, so that subjects had no further contact with these
forms after delivery to the rater.
Treatment Procedures
Random assignment to treatment conditions was accomplished by
putting the names of all 30 subjects into a box and drawing out 3
lots of 10 names each. The first group of subjects were assigned to
the self-administered condition using the nurse-tailored program. At
the end of the baseline phase, these subjects were simply given the
self-help materials and instructed to proceed through the self-
explanatory program at their own pace. The single restriction was
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that the subjects complete their program by the end of the six week
treatment phase of the study. These subjects were instructed to mail
their behavioral diaries to the experimenter each week. No clinical
contact was made with these subjects during the course of the six
weeks, although short (that is, less than five minutes)
administrative telephone contacts were occasionally necessary to
remind subjects who were late in returning their weekly behavioral
data
.
The second group of subjects were assigned to the therapist
administered condition. They received the program geared toward
nursing concerns and attended weekly didactic group meetings where
information presented in the self-help manual was clarified and
elaborated. The group meetings were also used to explore process and
motivational issues related to learning the stress management
techniques, and the attendant difficulties of trying to incorporate
these techniques into the regular workday. Subjects who were unable
to attend either of the two scheduled group meetings (that is, the
meetings for the day and evening shifts) were individually
contacted. All subjects in this condition had contact with a
therapist once a week for six weeks, either in a group or
individually. Behavioral monitoring data was collected from these
subjects during the weekly meetings.
The third group of subjects were assigned to the self-
administered condition using the standard stress management program
that was not focussed directly on stressors frequently faced by
4 1
nurses. Aside from the difference in programs, this group was
treated exactly like the subjects in the first group (that is, self-
administered tailored group). They were instructed to work through
the program at their own pace and were totally sel f
-di rected
,
except
for brief phone reminders regarding the behavioral data.
All subjects were given a packet of six weekly behavioral diary
forms (one for each week of the study; Appendix A), along with their
stress management materials. These forms were identical to the one
used to gather the baseline data. Subjects were instructed to
continue monitoring their stress-related behavior on a daily basis,
following the same procedure and schedule they had used to collect
the baseline data. Nurses in the two sel f -admi ni stered conditions
were told to mail their data each week through the hospital mailing
system as the form became filled, and then to immediately start on
the diary for the following week. Nurses in the therapist-
administered condition were told to mail their forms only in the
event that they forgot to bring them (the forms) to the meetings.
Sel f
-monitored data was gathered on 42 consecutive days for 29
nurses; one nurse in the sel f -admi ni stered , tailored condition went
on a two week vacation after the fourth week of the study such that
her self -monitored data consisted of 28 consecutive days of data,
with a 14 day hiatus, followed by another 14 consecutive days of
data
.
Dependent Measures
The dependent measures used in this study included the ratings
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of subjects' stress by two socially significant others using the
Stress Evaluation Scale (Appendix B). Each of these measures were
administered at pretest (i.e., immediately prior to giving subjects
the treatment materials), at posttest (i.e., immediately following
receipt of the final weekly diary data, and at follow-up (between 42
and 44 days after posttest). These three testing times and the three
treatment conditions resulted in a 3 x 3 ANOVA (group by time)
desi gn
.
Th e State-Trait Anxiety Inventory (STAI) : The STAI was chosen
as a dependent measure in this study over other measures of anxiety
because of its previous usage as an index of change in responsivity
to stressors; for example, Charlesworth, Murphy and Beutler (1981)
have used the STAI to gauge the effectiveness of their therapist
administered, nontailored stress management program on nursing
students. The STAI has also been used as a dependent measure in
outcome studies of various therapist-administered programs focussed
on targeted anxieties like test anxiety (Chang-Liang and Denney,
1976; Deffenbacher, et al
, 1979), speech anxiety (Osberg, 1981),
social anxiety (Dow, Craighead, and Borkovec, 1983), tension
headaches (Teders et al, 1982), and generalized, nontargeted anxiety
(Jannoun, Oppenheimer, and Gelder, 1982; Moore and Klonoff, 1982).
In light of its previous utilization to assess changes in both
targeted and nontargeted anxiety, the STAI seemed a likely tool to
assess the remedial and preventative effectiveness of the stress
management programs in this study.
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The STAI is composed of two separate tests that may be used
alone (e.g., Jannoun, et al
.
1982), or together (e.g., Charl esworth
,
et al, 1981). Form X-l (Appendix C) measures state anxiety, a
"...transitory emotional state of condition
...characterized by
subjective, consciously perceived feelings of tension and
apprehension, and heightened autonomic nervous system activity"
(Speilberger, et al
, 1970, p. 3). Form X-2 (Appendix D), measuring
trait anxiety, is an index of anxi ety-proneness, a fairly stable
personality variable which discriminates individual differences in
tendency to respond to situations perceived as threatening with
elevations in state anxiety. Speilberger et al (1970) reported that
people who are more easily threatened by interpersonal situations in
which their personal adequacy of self-esteem are at issue, tended to
have higher trait anxiety than those who are less easily
threatened. Learning to use coping skills to maintain a sense of
personal adequacy and self-esteem during stressful interpersonal
interactions is an important part of mastering stress. Therefore,
one would expect that successful integration of the coping skills
presented in the programs tested in this study would result in a
decrease in trait anxiety at posttreatment . Moreover, since state
anxiety is the momentary manifestation of trait anxiety, one would
also expect state anxiety to diminish along with trait anxiety;
Charlesworth et al (1981) used both state and trait anxiety measures
to assess the degree of change wrought by their stress management
program and found anxiety reductions on both dimensions. Likewise,
44
subjects in the present study will be evaluated on both state and
trait anxiety.
Behavioral sel f
-moni tori ng : In addition to using the STAI for
periodic assessment of the effectiveness of the treatment materials
(that is, at baseline, at posttreatment
, and at follow-up),
behavioral monitoring was also used to provide on-going information
on the progress of skill aquisition throughout the course of the six
week treatment period. This information indicated the rate and
direction of change effected by the nurse-tailored and the
nontailored treatment materials. Individual interviews were
conducted to develop personalized monitoring schedules to monitor
behaviors which uniquely reflected responsivity to stressors. Since
the stress-indicative behavior could be elicited by a variety of
stressors, it was thought that reductions in this behavior would
reflect the extent of generalized treatment effects, indicating that
increasingly greater numbers of stressors had lost their ability to
cause distress.
Subjects were asked to keep a daily diary recording the
frequency or intensity of their stress-indicative behavior. The
assumption was made that the frequency or intensity of these negative
behaviors would decrease as the subjects learned to cope more
constructively with their stressors; as responsivity to stressors
diminished, it was expected that the behaviors associated with the
stressors would also decrease. The criteria for how to self-monitor
varied for different subjects according to the nature of the specific
v
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stress-indicative behavior chosen, and any relevant life
circumstances of the particular subject. For example, time sampling
diaries, which required subjects to monitor their target behavior
during the hour after staff meeting (possibly the most stressful time
of the day since the nurse would probably be thinking about all the
problems brought up during the preceding hour's meeting), were used
to monitor discrete high frequency behaviors such as cigarette
smoking. However, different procedures were necessary to gather
information on continuous, infrequent activities such as inability to
fall asleep; levels of insomnia were rated each night on a 5 point
ordinal scale corresponding to less than 15 minutes to sleep, 15 to
30 minutes to sleep, 30 to 45 minutes to sleep, 45 minutes to +1 hour
to sleep, more than 1 hour to sleep.
The criteria for choosing a target behavior were determined by
ability to uniquely and directly reflect changes in responsivity to
stress. For example, one subject indicated that her consumption of
candy bars increased in direct proportion to the amount of stress she
was experiencing, although her other eating behaviors remained
unchanged. Therefore, her monitored behavior was to count the number
of candy bars consumed, rather than another potentially relevant
indicator such as weight gained in pounds (which would have been a
less direct reflection of stress and susceptible to eating events
other than the stress-indicative candy eating behavior). Self-
monitoring procedures were also influenced by any life circumstances
which could potentially mask treatment gains. For example, one
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subject indicated that her blood pressure increased under stress, but
that she was taking medication to treat her hypertension. Although
change in blood pressure met the criterion of directly and uniquely
reflecting her responsivity to stress, it was not chosen as the
target behavior because the medication would mask any decreases in
blood pressure that resulted from effective stress management.
Although sel f
-moni tori ng was used primarily for its assessment
function, it also produces reactive effects which must be accounted
for, especially in an outcome study such as this where treatment
efficacy is being directly linked to the data resulting from the
self-monitoring process. Quite often, sel f -moni tori ng enhances
therapeutic outcome by actively contributing to behavior change,
independent of treatment procedures (Nelson, 1977). The usual
practice for controlling reactive effects of self-monitoring is to
include an attention placebo group (that is, a group where subjects
simply monitor a behavior without receiving treatment), so that
behavioral changes of the treated group/groups can be compared
against that of the attention placebo group to see what gains were
wrought by the treatment /treatments , above and beyond the gains due
to reactivity (Goldfried and Trier, 1977; Counts, et al, 1978; Denney
and Rupert, 1977). Unfortunately, the limited sample size precluded
inclusion of an attention placebo group in this study. However, the
confounding effects of reactivity in the present study are not
expected to unduly limit i nterpretabi 1 ity of the data because
clinical efficacy of the three treatment regimes are being compared
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relative to each other; since subjects in all three groups engaged in
self-monitoring, one would expect reactivity to be a constant factor
in the data from all three conditions, such that reactivity would not
unduly affect a comparison of their (the three treatment procedures)
relative merits.
The self-monitoring process was not only used to assess changes
in stress-indicative behavior, but also to gauge the subjects' level
of follow-through behavior. Repucci and Baker (1969) treated
different phobias with sel f -admi ni stered desensiti zati on and found
that the subjects who derived the highest treatment gains were also
the ones who exhibited the greatest follow-through behaviors by using
their materials most often. In the present study, the tailored and
the nontailored instructional formats will be compared in their
relative abilities to elicit follow-through behaviors. To this end,
space was provided on the diary forms where subjects were asked to
check whether they had or had not used their materials each day.
Events associated with the occurence of the target behavior (for
example, time of day, location, other person/persons present) were
not recorded, even though they could have provided interesting
data. The time demands required by the treatment programs were
judged to be rigorous enough that the further burden of keeping
detailed diaries may have jeopardized motivation to continue with the
study. Moreover, in light of subjects' complaints about the
"mountains of paperwork" (at work), it seemed unlikely that the
nurses would have agreed to keep more detailed diaries. Therefore,
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the associated events often included in behavioral diaries (Mahoney,
1976) were not included in this study.
Stress ratings from socially significant others : Finally, all
subjects were required to obtain stress ratings from two socially
significant others (Appendix B). Raters were asked to assess
subjects' level of tension and to make a judgment on the extent to
which subjects engaged in their stress
-i ndi cati ve behavior. If the
treatment materials were successful in helping subjects to cope more
effectively with stress, then it was expected that the people with
whom the subjects interacted daily would be able to detect those
changes. The ideal raters to detect changes in occupational stress
would have been co-workers with whom the subjects interacted
frequently. However, the logistics involved in gaining permission to
involve other hospital personnel made peer ratings unfeasible within
the context of this study. It was thought that the next best index
of apparent change would come from socially significant others,
assuming that stress generated at work affects interpersonal
interactions in non-work settings. All Stress Evaluation Scales were
prestamped and preaddressed to preserve confidentiality and to ensure
that the ratings were not seen by or influenced by the subjects in
any way.
Treatment Materials
The treatment materials consisted of two topically comparable
stress management programs. One program is a comprehensive, easily
readable, commercially available self-help text that is geared toward
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the general public (Aronson and Mascia, 1981). The other program was
equally comprehensive and covered the same topics, but was developed
specifically for this study and tailored to address particular
stressors frequently confronted by nurses. Topics discussed in both
programs are as follows:
1) Identification of stressors
2) Relaxation procedures including deep muscle relaxation
(Jacobsen, 1938; Bernstein and Borkovec, 1973), and
meditation (Garrison and Scott, 1979; Benson, 1975;
Benson, 1979).
3) Cognitive restructuring using sel f -statement modification
techniques (Meichenbaum and Cameron, 1974; Goldfried,
et al
,
1974)
.
4) Decision-making and asserti veness in stress management
(Alberti and Emmons, 19»?; Cambrill and Richey, 1976;
Rogers, Lau, Williams, and O'Brien, 1978).
5) Diet and exercise (Brody, 1981; Cooper, 1970)
6) A listing of some of the problems subjects may encounter
as they try to apply the programs to their lives.
Although neither of these programs have been systematically assessed
(to the knowledge of this author), both have the potential to be
effective in reducing stress; research has shown that nonclinical
populations can be taught to cope more constructively with the
negative effects of stress by utilizing many o f the techniques
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on
presented in these two programs (i.e., relaxation, informati
seeking, anticipatory problem solving, task organization, altered
attributions, and self-labels, Meichenbaum, 1973).
The tailored program : Administered over a period of six weeks;
the program consists of a 20 minute muscle relaxation training tape
and a six chapter manual covering the following topics; discussions
of stress in nursing, muscle relaxation training (adapted from
Bernstein and Borkovec, 1973), alternate routes to physical
relaxation, cognitive control of stress, assertion, and a general
discussion of health and stress (that is, diet, sleep, exercise,
etc
.
)
.
The tape : Following the gneral procedures outlined in Bernstein
and Borkovec (1973), this audio cassette tape provides structured
guidance for learning the muscle relaxation procedures that were
explicitly detailed in the written manual. The tape was made by Paul
Lapuc, Ph.D. (Director of Clinical Training, Northampton YAMC ) and
used successfully in his clinical practice to induce muscle
relaxation in a variety of clinical and nonclinical populations. The
order in which the muscle groups were tensed and released are as
follows: 1) dominant hand and forearm, 2) dominant biceps, 3)
nondominant hand and forearm, 4) nondominant biceps, 5) dominant
thigh, 6) dominant calf, 7) dominant foot, 8) nondominant thigh, 9)
nondominant calf, 10) nondominant foot, 11) stomach, 12) chest,
shoulders and upper back, 13) neck, 14) the muscles in the upper part
of the face, 15) the muscles in the central part of the face, 16) the
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muscles in the lower part of the face. Instructions for use of the
tape were detailed in Chapter II of the Manual.
The manual : Chapter summaries of the manual are presented
below.
Chapter I : The purpose of this chapter was to increase the readers
awareness of the ways in which stress could be affecting his/her
life. A review of the literature on stress was presented, with
particular emphasis on identification of stressors inherent in the
nursing profession. An argument was made for the importance of
learning effective stress management skills, for preventative as well
as remedial purposes. The program (manual and tape) was introduced
as a cost-effective means to help nurses learn these stress
management skills. Potential difficulties in the process of skill
acquisition were presented and discussed.
Chapter II : Occupational stressors were discussed in greater detail
to provide continuity with the preceding chapter. Additionally,
results from a poll (Appendix E) conducted among RN's at the
Northampton VAMC were presented: although interpretation of the
results was severely limited by the small sample size (N=6), the
general trends in the data seemed to support findings in the
literature regarding the most salient organizational stressors in
nursing (including an imbalanced patient-staff ratio, rotations to
other wards, promotional policies, etc.; Shubin, 1978; Pines and
Kafry, 1978; Patrick, 1979; Pines and Maslach, 1978; Lamb, 1979;
Applebaum, 1981; Beland, 1980). Progressive muscle relaxation
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(Jacobsen, 19380; Bernstein and Borkovec, 1973) was presented as the
first step in fortifying oneself against the negative effects of
stress. The 16 muscle group relaxation exercises used on the 20
minute tape were presented in detail and explicit instructions were
given for how to exercise, how long to exercise, where to exercise,
when to exercise, and even how to dress when exercising. Problems
that could jeopardize the acquisition of these muscle relaxation
skills were anticipated and possible solutions to these problems were
offered. Problems discussed included muscle cramps, fidgeting,
laughter, external noises, spasms/tics, anxiety-producing thoughts,
sleep, boredom, coughing/sneezing, difficulty in relaxing specific
muscle groups, strange or unfamiliar feelings, fear of losing
"control", internal arousal, frustration over lack of results,
relapse of skills, and failure to practice (many of the problems were
adapted from Bernstein and Borkovec, 1973, pp. 43-53).
Chapter III : After relaxation has been achieved using the 16 muscle
group exercises, four alternate "short-cuts to relaxation" were
presented. One method for achieving rapid relaxation is to gradually
decrease the muscle groups involved from 16 to 7 and finally to 4, so
that subjects were learning to relax ever larger areas of their
bodies all at once. Instructions were given for doing the 7 and 4
muscle group exercises, and a six week timetable was provided for
reducing the muscle groups from 16 to 7 to 4. Another method
involved learning to meditate (that is, sitting quietly and repeating
an innocuous word of phrase, such as the word "one", with each
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exhalation) while in a state of muscle relaxation. A six week
timetable was provided for this method also. A third method
suggested was an adaptation of self-control desensi t i zat i on
(Goldfried, 1971). Examples and instructions for constructing a
hierarchy of anxiety-producing images were given. A six week
timetable to learn this method was provided. The final shortcut to
relaxation was the reader's own method for winding down. The
legitimacy of personal methods was acknowledged but the readers were
encouraged to work through one of the three methods described in the
manual, to be used as an alternate to, or in conjunction with, their
own method of rapid relaxation.
Chapter IV : The cognitive components of stress were discussed in
Chapter IV, i.e., what mind-games people play to help contribute to
their own misery. The concepts of selective perception and
perceptual distortion were presented. An argument was made for
utilizing rational sel f -argumentati on techniques (e.g., information
seeking, altered attributions, and self labels) to evaluate the
initially stressful situation, to decide whether the stress is coming
from aspects of the situation or from one's own irrational beliefs
about the situation. Stress Content Evaluation forms (adapted from
RET Homework Report, Ellis, 1973; Appendix F) were provided with the
stated goal that the reader use these forms to evaluate stressful
situations until the sel f -argumentati on process becomes automatic.
Chapter V : This chapter discussed the role of assertion and
decision-making in stress management. It was noted that assertion
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(i.e., taking positive action to tackle a problem head-on), may not
always be the only preferred course of action, although is usually a
good choice. The relative merits of deciding to take positive
action, deciding to take no action, and deciding the make no decision
were discussed. Action Evaluation Forms (similar to the Stress
Content Evaluation forms; Appendix G) were provided to help the
reader make conscious, systematically derived decisions regarding
what to do about stressors in his/her life. It was anticipated that
assertive responses could be met with some form of resistance from
the person/persons toward whom the assertive actions were being
directed. Assertive communication skills to overcome this resistance
were described; sections were presented on how to handle defensive
anger and manipulative criticism so that rational communication could
ensue and some mutually acceptable resolution achieved.
Chapter VI : This was a short, summary chapter whose primary purpose
was to exhort readers to apply themselves conscientiously to the
program, restating a point made earlier, that the amount of benefit
derived from the program would depend on the amount of effort put
into it. Issues of proper diet and exercise were also raised in this
chapter but covered only briefly. Consistent with the goal to tailor
the program to the needs of the particular target audience, basic
principles of physical health were not discussed in detail because it
was assumed that nurses would be thoroughly familiar with the topic,
and that repetition of old information could have been distracting,
boring, and possibly countertherapeuti c for this target population.
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The nontai1ored_^rogram: In the effort to investigate potential
differences between audience targeted and nontargeted approaches to
stress management, care was taken to equilibrate the tailored and
nontailored programs in as many respects as possible. For the
purposes of this study, Aronson and Mascia's Stress Management
Workbook: An Action Plan for Taking Control of Your Life and Health
(1981) was chosen because of its similarity to the tailored program
in style, content, and length. Both programs are designed to be
self-administered and adopt a highly structured, behaviorally
oriented style which presents the materials in a concrete learning
framework (as compared to a more narrative style, such as Benson,
1975). Learning aids like charts, diagrams, and fill-in forms were
used to engage readers' visual and motoric interests. Parallels in
topical content between the two programs were noted previously. Both
programs were also comparable in length and judged to be of a
reasonable length such that subjects could complete the work in six
weeks. Comprehensively treating the issue of stress management in an
easily readable and direct manner, this manual was thought to be a
reasonable facsimile for a nontailored, sel f -admi ni stered version of
Cognitive Skills Training.
Posttreatment Procedures
When six weeks of behavioral monitoring data had been
accumulated, subjects were posttested on the STAI. Stress ratings
were obtained from the same two socially significant others who rated
the subjects at pretest.
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Follow-up Procedures
Consistent with previous research (Barrios and Shigetomi, 1979;
Jannoun, et al
,
1981), a six week follow-up period was used in the
present study.
Forty-two to forty-four days after posttreatment (that is,
approximately six weeks), subjects were reassessed on the STAI.
Stress ratings were obtained as before from the same raters used at
baseline and posttreatment. Additionally, face to face structured
interview (Appendix H) were individually conducted to explore these
areas: 1) subjects' expectations of their program, 2) whether
subjects' expectations were met, 3) whether there were any changes in
how subjects currently coped with job stress, as compared to coping
strategies used before the study, 4) whether subjects had any
suggestions for increasing levels of participant involvement.
Subjects were also given an opportunity to give the experimenter any
further feedback that had not been tapped during the interview.
An evaluation questionnaire (Appendix I) designed to clarify the
following process issues was also administered at this time: 1)
perceived level of benefit derived from and satisfaction with the
program, 2) perceived level of involvement with the program and
issues that may have affected level of involvement, 3) level of
awareness of stressors in life, 4) general i zabi 1 ity of skills to
nonwork settings, 5) continued use of materials beyond the six week
treatment phase. Confidentiality was assured and the effect of
experimenter bias minimized through the use of the following
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procedure. One week prior to their scheduled follow-up session,
subjects were mailed the questionnaire from with instructions to: 1)
not_ sign their name on the form, 2) read each question carefully and
to respond as honestly as possible since anonymity was guaranteed, 3)
to bring their completed questionnaires with them to their follow-up
session, and there, deposit their form into a slotted box in the
experimenter's office.
CHAPTER III
RESULTS
The first analysis was performed on the practice data. For each
subject, frequencies of daily sel f
-reported practice were averaged
across each week of the study. These mean practice scores were then
entered into a repeated measures (group by weeks) analysis of
variance. Table 2 presents the results of the analysis. This
analysis yielded a main effect for groups, indicating that subjects
in the different treatment conditions reported significantly
different amounts of practice during the treatment weeks of the
study. The mean practice behavior for each group (that is, the
average of the individual weekly means for each week, averaged across
weeks) showed that subjects in the therapi st -admi ni stered
, tailored
condition reported practicing an average of 53% of the days in each
week; subjects in the sel f -admi ni stered condition using the tailored
program reported practicing an average of 45% of the days in each
week; and subjects in the sel f -admi ni stered condition using the
nontailored program reported practicing an average of 27% of the days
in each week. Using Bonferroni 's method, 95% confidence intervals
for differences in amounts of sel f -reported practice revealed
significant differences between the therapist-administered tailored
group and the sel f -admi ni stered nontailored group, and between the
sel f -admi ni stered tailored and the self-administered nontailored
groups, but not between the therapi st -admi ni stered tailored and the
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TABLE 2
Repeated Measures of Variance on Practice Data
o ou r ce
Sum of
C ~Squares
Degrees of
Freedom
Mean
Square F
Mean 36.03 1 36.03 239.09**
Group 2.47 2 1.24 8.21*
Error
(Between Groups)
4.07 27 0.15
Week 6.77 6 1.13 19.51**
Week by Group 1.31 12 0.11 1 .89
Error
(Within Groups)
9.37 162 0.06
* £ < .01
**p_ < .001
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mean
Self "ddm,n1Stered
confidence interval for
differences
,„ mean practice ^ ^ ^ ^
therapist-administered UHore, and the self-administered nonta1 lored
,
+
. 26) lay between +
. n and +
_4U ^ ^^^^^ ^
deferences in me an practice for the se, f-admi ni stored tailored
the self-administered nontailored groups ( + .21, lay Detween + „ 6
+ .36. However, the confidence interval for differences in
practice for the therapist
-administered tailored and the self
administered tailored groups ( + .08) included zero (-.07 to +
.23)
suggesting that subjects in these two groups reported comparable
levels of practice.
The raw self-report data on the frequency/intensity of the
stress-indicative behavior were individualized and were therefore
necessarily measured using different scales of measurement.
Consequently, evaluation of the hypotheses of this study could not be
conducted using the usual repeated measures ANOVA and protected post
hoc statistical tests. While a nonparametric ANOVA such as
Friedman's could have been used on the ranked raw scores to evaluate
overall between group differences, any warranted post hoc analyses
would not have been possible because of the noncomparabi 1 ity of score
scales. An analysis, following the same logic as usual but using
different computational strategies and based on less stringent
measurement assumptions, was employed to evaluate the differential
impacts of the treatment conditions. The logic was as follows. For
each subject, the weekly means of the frequency/intensity of the
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-"*r hehaviora, improvements had occurred
_ Fo)io()fng
frequencies of behavioral improvement.
An index of how individual subjects' levels of stress-indicati
saviors responded to treatment was obta,„ed by means of qua drati
(that ,s, concave or convex function, and linear regressi
analyses. In genera,, repression analyses are used to describe the
nature of the relationship between sets of scores on two variables
The quadratic repression analysis is based on the assumption that the
nature of the relationship is best described with a quadratic model
while the linear regression analysis is based on the assumption that
the relationship between the two variables in question is best
approximated by a linear model. First, the data for each subject
were individually entered into a series of quadratic regresion
analyses (one for each subject) to see whether the data were
appropriately characterized by a quadratic model. The results
yielded uniformly nonsignificant results with all of the thirty
subjects, suggesting that their individual data would be best
described either in terms of a linear model (where the stress-
indicative behavior would be expected to either increase or decrease
in a linear fashion over the course of the treatment), or a random
model (where the stress-indicative behavior would not be expected to
vary systematically over the course of treatment).
Subsequently, each subject's data were subjected to a series of
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linear regression analyses. If a significant slope was obtained
(that is, a slope that was significantly different from zero), it was
concluded that the average frequency/intensity of the stress-
indicative behavior had changed systematically over the course of
treatment. If a nonsignificant slope was obtained, the random model
was thought to best characterize the nature of the relationship
between levels of the stress -i ndi cati ve behavior and time.
The results of these linear analyses are presented in Table 3.
These results indicated that 70% of the sel f -admi ni stered subjects
using the tailored program, 90% of the therapi st -admi ni stered
subjects using the tailored program, and 20% of the sel f -admi ni stered
subjects using the nontailored program showed significant linear
changes in their stress-indicative behaviors.
Based on the results from these linear regression analyses,
subjects were categorized into those with positive outcomes and those
with negative outcomes, as shown in Table 3. Positive outcomes were
assigned when significant linear changes occurred in the direction
(either increasing or decreasing) consistent with clinical gains; for
example, an increase in the case of monitored frequency of positive
sel f -statements and a decrease in the case of frequency of cigarette-
smoking were both classified as indicating positive outcomes despite
differences in direction of change. Negative outcomes were assigned
to subjects whose levels of stress-indicative behaviors did not
change systematically in either a linear or a quadratic fashion, or
whose levels of stress-indicative behaviors changed in a clinically
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negative fashion. No subjects fell into this latter category.
After having identified subjects as falling into either positive
or negative outcome categories, between group differences on
frequencies of positive versus negative outcomes were assessed by
Chi-square tests of independence between the three groups. First, a
complex Chi-square comparing all three groups (that is, the self-
administered tailored, the therapi st -admi ni stered tailored, and the
self-administered nontailored groups) showed that the three groups
differed significantly in their observed frequencies of positive
outcomes U 2 (3)=10.8., p_ < .05). Next a series of simple Chi-squares
were conducted so that the specific nature of the between group
differences suggested in the complex Chi-square could be explored. A
comparison of the frequencies of positive and negative outcomes
between the sel f -admi ni stered tailored group and the therapist-
administered tailored group yielded nonsignificant results
(X_(l)=1.25, n.s.). However, the comparison between outcome
frequencies of the therapist-administered tailored and self-
administered nontailored groups indicated that the two groups
differed significantly (X_ ( 1 ) =9 .85 , £< .01). A comparison between
the frequencies of the sel f -admi ni stered tailored and the sel f 1 -
administered nontailored groups also yielded significant results
(_X^( 1 ) =5 .05, p_ < .05). In both cases, frequency of improvement was
greater for the tailored than the nontailored conditions.
Repeated measures analyses of variance (group by time) were
separately conducted on the scores from the State Anxiety Inventory
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and the Trait Anxiety Inventory. These data were gathered over time
at baseline, at posttreatment
, and at six-week follow-up. The
results of these analyses are presented on Table 4. The findings
revealed no significant group differences over time in either state
or trait anxiety. However, the main effect of trait anxiety
approached significance; consistent with the progressively
diminishing responsivity to stressors suggested by the self-
monitoring data, the marginal means of the trait anxiety scores
(collapsed across groups) at baseline (36.10), at posttreatment
(33.73), and at follow-up (34.10) suggest a decrease from baseline to
posttreatment, with this decrement persisting through follow-up.
Treatment effects were also explored on a third dependent
variable, ratings of tension and of perceived levels of stress-
indicative behavior completed by socially significant others.
Preliminary analyses evaluated the reliability of these ratings
across raters. Spearman correlations ( N_ = 90) were used to establish
inter-rater reliabilities between rater 1 and rater 2 on level of
tension at baseline (£=.40, p_ < .001), posttreatment (£=.40, £
.001), and follow-up (£=.40, p_ < .001), as well as on
frequency/intensity of the stress-indicative behavior at baseline
(jr = .51, p_ < .001), posttreatment (£=.51, £ < .001), and follow-up
(£=.51, £ < .001). Although statistically significant, rater
agreement was not substantial and in fact, in all cases accounted for
no more than a quarter of the variance in rated subjects scores.
This situation, unfortunately, lessened the likelihood of detecting
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TABLE 4
Response Frequencies on Follow-Up Questionnaire*
Quest i on Group
Yes
Very
Much
Yes
Some
what
Not
Really
Not
At
All
How much do you like part ici pat
ing in the program?
Do you feel your general stress
level decreased over the course
of the program?
Are you more aware of feeling
stressed now than before this
program?
Do you feel that increased
awareness of stress is a
positive change?
How would you rate your level
of involvement in using your
program?
Were you satisfied with your
level of involvement?
Do you think that you would
have become more involved if
the study had lasted for
more than 6 weeks?
Do you think that your level
of involvement was affected by
the amount of support you did
not receive for participating
in this program?
2** 20 70 10 n
2 60 30 0 i n1 u
3 20 20 50 30
1 0 60 40 n
2 30 20 40 i n
3 10 30 50 10
1 20 60 20 o
2 60 30 10 n
3 10 50 30 10
1 70 20 10 10
2 70 20 0 10
3 20 50 20 10
1 0 70 20 10
2 0 70 20 10
3 0 10 80 10
1 0 40 50 10
2 10 30 40 20
3 20 10 50 20
1 10 30 50 10
2 20 20 50 10
3 10 10 50 30
1 20 50 20 10
2 0 20 50 30
3 10 40 20 30
** In percentages
* 1 = Sel f -admi ni stered tailored
2 = Therapist -administered tailored
3 = Sel f -admi ni stered nontailored
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TABLE 4 (CONTINUED)
Questi on
Do you feel you received enough
support in general?
Do you feel you received enough
support from family?
Do you feel you received enough
support from other staff?
Do you feel you received enough
support from nursing
administration?
Have you looked at your program
materials since the end of the
study?
Do you think that you will use
these materials in the future?
Have you been able to use any
of the stress management
techniques in your daily life?
Do you find yourself coping
more effectively with job
stress now?
Would you recommend this
program to other people?
Group
Yes
Very
Much
Yes
Some
what
Not
Really
Not
At
All
1 10 60 20 10
2 10 50 30 10
3 40 4n on 0
1 30 20 20 30
2 10 20 30 40
3 i n1 u zin 20 30
1 20 20 20 40
2 20 40 30 10
3 nu a n40 20
1 0 10 70 20
2 0 20 20 60
3 1 0J. \J nu 1U 80
1 0 60 20 20
2 0 50 10 40
3 10 i n1U /U
1 20 80 0 0
2 30 40 20 10
3 20 on i niU
1 30 40 20 10
2 30 50 10 10
3 0 40 50 10
1 30 70 0 0
2 20 60 10 10
3 20 60 10 10
1 80 10 10 0
2 90 0 10 0
3 30 40 20 10
** In percentages
* 1 = Sel f -admi ni stered tailored
2 = Therapist-administered tailored
3 = Sel f -admi ni stered nontailored
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group differences which might have existed; nontheless, the
possibility of group differences was explored, using a repeated
measures (group by time) analysis of variance. To maximize possible
score validity, ratings were averaged across raters. The results of
these analyses of the ratings data are presented on Table 5. The
analysis of variance conducted on the significant others' perceptions
of frequency of the stress-indicative behavior was nonsignificant.
However, a significant main effect of tension was obtained, F(2,
54)=3.84, £ < .05. Using Bonferroni 's method, 95% confidence
intervals for differences in levels of rated tension at different
testing times revealed nonsignificant differences in levels of
tension at baseline and posttreatment
,
(-.43), at posttreatment and
follow-up (-.02), and at baseline and follow-up, (-.45). The
confidence interval for differences in tension at baseline and
posttreatment lay between -.67 to +.12; the confidence interval for
differences in tension at posttreatment and follow-up lay between
-.57 to +.53; the confidence interval for differences in tension at
baseline and follow-up lay between -1.0 to +.10. However, the trend
in the marginal means of tension (collapsed across groups) at
baeseline (2.57), at posttreatment (3.00), and at follow-up (3.02)
suggests that all subjects appeared less tense as posttreatment than
at baseline, and that this difference from baseline persisted through
fol 1 ow-up
.
At follow-up, a seventeen item questionnaire was administered to
assess participants' subjective reactions' to the severa 1 treatment
69
TABLE 5
Repeated Analyses of Variance on Ratings Data
Source
Sum of
Squares
Degrees of
Freedom
Mean
Square F
Ratings of Stress Indicative Behavio r
Mean 1488.40 1 1488.40 880.00**
Group 4.27 2 2.13 1.26
Error
(Between Groups)
45.67 27 1.69
Time 0.65 2 0.32 1.02
Time by Group 0.33 4 0.08 0.26
Error 17.18 54 0.32
Ratings of Tension
Mean 736.74 1 736.74 324.02**
Group 0.29 2 0.14 0.06
Error
(Between Groups)
61.39 27 2.27
Time 3.91 2 1.95 3.84*
Time by Group 1.94 4 0.49 0.96
Error
(Within Groups)
27.48 54 0.51
* £ < .05
**p_ < .001
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options. Each question was regarded as of intrinsic importance,
independent of responses to other items. Consequently, all the
questions from this Evaluation Questionnaire (Appendix i) were
analyzed separately using Chi
-square. Response options included: 1)
Yes, very much; 2) Yes, somewhat; 3) Not really; and 4) Not at all.
However, the limited sample size resulted in a number of cases where
response option cells had zero frequency. As a consequence, the
frequencies of responses in the first two categori es ( Yes
,
very much
and Yes, somewhat) were collapsed into a single Yes category, and the
frequencies of responses in the last two categories (Not really and
Not at all) were collapsed into a single No category.. Then, a series
of Chi
-squares were conducted, using this transformed 3x2 (group by
transformed response type) matrix, on each question. The results of
the Chi -square tests are presented in Table 6. Nonsignificant
results were obtained in the analyses of all the questions except for
one. Subjects in the sel f -admi ni stered tailored, the therapist-
administered tailored, and the sel f -admi ni stered nontailored groups
differed significantly in their responses to the question (number
5).. "How would you rate your level of involvement in using your
program?" (X_2 (2)=9.6 p_ < .01). Next, simple Chi -squares were
conducted on the data from question 5, so that the nature of the
between group differences indicated by the complex Chi-square could
be explored. A comparison of the frequencies of yes and no responses
of the sel f -admi ni stered tailored group and the therapist-
administered tailored group yielded nonsignificant results (X. =0,
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n.s.) However, a comparison of the response frequencies of the
therapist-administered tailored and the sel f
-admi ni stered nontailored
groups indicated that the two groups differed significantly (X 2 =7.5,
p_ < .01). Likewise, a comparison of the response frequencies of the
self-administered tailored and the sel f -admi ni stered nontailored
groups also yielded significant results (_X 2 =7.5, p_ < .01). In both
cases, frequency of involvement was greater for the tailored than the
nontailored conditions.
As a final test of effects, a semi
-structured interview was
conducted after all data were collected at follow-up. Material from
these interviews were not analyzed formally, and will be presented to
provide context in the discussion which follows.
CHAPTER IV
DISCUSSION
The purpose of the present study was two fold: 1) to compare two
different instructional formats (tailored versus nontai 1 ored ) ; 2) to
compare the effects of two different conditions of administration
(that is, therapist-administration versus sel f-admi ni strati on ) . Two
stress management programs, one tailored and one nontai 1 ored, were
employed on groups of nurses in three different experimental
conditions. The three experimental conditions were: 1) self-
administration of a stress management program tailored toward
stressors frequently encountered by nurses; 2) therapist-
administration of this same nurse-tailored program; and 3) self-
administration of a standard (that is, nontai 1 ored)
,
topically
comparable stress management program.
Treatment effects were assessed on several variables. Using a
daily behavioral diary, subjects monitored an individually-selected
behavior which ideosyncratical ly reflected levels of generalized
stress. On these same daily diaries, subjects also recorded
frequencies of practice. Treatment effects were evaluated on self-
report anxiety scores (State-Trait Anxiety Inventory, Speilberger, et
al
,
1970), and significant others' ratings of two things: levels of
tension, and levels of stress-indicative behavior. In addition to
the measures described, follow-up assessment included the
administration of an evaluation questionnaire followed by a semi
-
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structured interview where subjects were encouraged to give the
experimenter any feedback regarding the study that they wished to
share
.
Treatment gains for each of the three groups were then assessed
by evaluating changes over time in the behavioral indicator of stress
and by comparing the frequency of practice during the treatment phase
of the study. Gains were also assessed by evaluating changes over
time (that is, at baseline, at posttreatment , and at six week follow-
up) in the anxiety scores and the significant others' ratings of
stress. The first hypothesis was that subjects receiving the nurse-
tailored program would report less responsivity to stressors and
demonstrate more practice behaviors than would subjects receiving the
topically comparable, but nontailored stress management program. On
the most straight-forward behavioral data, the results from this
study supported these hypotheses. Subjects using the nurse-tailored
program, under either self or therapist administration, were
significantly more likely to show clinical improvement on self-
monitored stress-indicative behavior than were subjects who used a
nontailored stress management program. Moreover, subjects in the
tailored conditions reported significantly greater frequencies of
practice behaviors than did those in the nontailored condition.
Contrary to these hypothesis supporting findings from the
behavioral and the practice data, differential treatment gains were
not similarly indicated in the analyses of either the trait anxiety
scores or the state anxiety scores. Neither trait nor state anxiety
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levels changed significantly over time for subjects in any of the
treatment conditions. Thus, these data indicate that the nurse-
tailored and the nontailored stress management programs were equally
ineffective in reducing subjects' anxiety levels.
An absence of significant changes over time (across conditions)
is also indicated in the analyses of the stress ratings completed by
significant others. Although a main effect of time was obtained for
the ratings of tension, confidence intervals failed to reveal
significant differences between the time periods (that is, baseline,
posttreatment , and follow-up). These results suggest that
significant others did not perceive subjects to be significantly less
tense at posttreatment than at baseline, at follow-up than at
posttreatment, and at follow-up than at baseline. Similarly, the
data also suggest that significant others did not notice any
significant changes over time in the frequency/intensity with which
subjects engaged in their stress-indicative behaviors.
The conflicting results from the behavioral and practice data,
and from the anxiety and ratings data make it difficult to conclude
either that the hypothesis had been supported or not supported.
Although the data gathered during the treatment phase of the study
indicated that the tailored conditions elicited more practice
behaviors and a greater likelihood of clinical improvement
(as
measured by changes in levels of stress-indicative
behaviors) than
the nontailored condition, the data gathered before
and after the
treatment phase failed to reflect similar changes.
Interpretation
79
and integration of these results are complicated by potential
confounds that may have affected the results obtained on the measures
descri bed
.
For instance, the differential treatment effects observed in the
behavioral and practice data may have been due to factors other than
tailoring or nontailoring of the instructional format. The tailored
program was composed of a manual and a cassette tape to facilitate
acquisition of the relaxation skills. The nontailored program
consisted of only the written text and was not accompanied by a
relaxation tape. At this point, it is unclear whether the
differential treatment would have been obtained if the nontailored
manual had been similarly equipped with a relaxation tape.
Furthermore, despite attempts to attain topical comparability between
the nurse-tailored and the nontailored programs, the actual
comparability was not systematically ascertained prior to this
study. Therefore, unanticipated, undetermined differences between
the two programs (other than instructional format and inclusion of a
tape) may also have contributed to the observed differences.
Although levels of sel -reported practice and changes in stress-
indicative behavior varied for subjects in the nurse-tailored and the
nontailored conditions, it would be premature to attribute these
differences exclusively to the instructional formats used.
In the case of the anxiety scores, an unavoidable experimental
site problem may have unduly influenced the observed scores.
Subjects were forced to take unauthorized (that is, unauthorized by
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administrative personnel) absences from their work site in order to
be tested on the anxiety measure. Therefore, it would not be
unreasonable to believe that the circumstances under which they were
tested may have caused subjects to experience elevations in their
anxiety levels: that is, due to the pressure of having to return to
work quickly. Given the pressured testing situation, the obtained
scores (even on trait anxiety) may have been influenced by their
immediate anxieties such that they (the scores) may not have been
accurate reflections of overall changes in responsivity to stress.
Thus, the testing situation may have lessened the likelihood of
detecting the group differences that were indicated by the behavioral
and practice data.
And finally, the i nterpretabi 1 ity of the results of the stress
ratings is made dubious by the low levels of rater agreement. The
error variance introduced by the variability in rater perceptions may
have decreased the probability of detecting differential treatment
effects which might have existed. If a subject had decreased his/her
responsivity to stress over the course of treatment, the rater who
was more familiar with the subjects' response to stressors prior to
treatment would be expected to notice the change. However, the rater
who was less familiar with the subjects' response prior to the
treatment would not be expected to note the difference as easily.
Taken together, the more accurate rating would have been
counterbalanced by the less accurate one, thus, decreasing the
likelihood that any change in responsivity would have been detected.
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Despite the confusion surrounding the aforementioned measures,
the results of the follow-up data lend support to the belief that the
present nurse-tailored format may have some advantages over the
nontailored one. The follow-up Evaluation Questionnaire (Item #5)
revealed that subjects in the tailored conditions were significantly
more likely to report feeling involved in the treatment process than
were subjects in the nontailored condition. These group differences
on subjective feelings of involvement are consistent with the trends
found in the more obejctive, though still sel f
-reported
, indicator of
involvement, that is, the frequency of practice data. Furthermore,
responses to the semi
-structured interview question, "How can your
program be improved?" indicated that subjects in the tailored
conditions were more satisfied with their program materials than were
those in the nontailored condition. Eight of the ten subjects in the
latter condition noted that the materials should be shortened, should
involve less paperwork, and should be made more personally relevant
to the subject. A typical response among nontailored subjects was,
"It was very nice but I already knew a lot of what they were saying
...(interviewer prompted for specifics) ...well, the chemical
stressors, the dieting, the exercise, you know ...there were a lot of
forms to fill out too and I didn't really spend the time with it (the
materials)." Although subjects in the tailored conditions also
raised issues with which they were dissatisfied, none of their
criticisms centered on the instructional format of the program
materials. As one subject in the sel f -admi ni stered tailored
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condition stated, "Actually, it's a real credit to the program that I
stuck with it at all because I really wanted to be in a group ...I
liked the way things were laid out."
In recent years, researchers have become increasingly aware of
the critical impact of affect on treatment outcomes (Wilson, 1982;
Bower, 1981). For example, in his work on the effects of mood on
memory, Bower (1981) found that people attend to and learn more about
events that match their emotional state at the time of learning. A
number of the subjects in the nontailored condition had expressed
negative feelings about their program. Therefore, it could be
expected that these subjects would have experienced difficulty in
attending to the positive refraining aspects of stress management
(such as some of the sel f -statement modification techniques) because
of the incongruity between their negative mood and the positively
focussed content. Conversely, subjects in the tailored conditions,
who expressed less negative feelings about their program, could be
expected to attend to and incorporate the positive aspects of
treatment with more facility than their nontailored counterparts
because of the greater degree of congruence between their more
positive mood state and the positively focused content. Although the
effects of the tape and other undetermined factors can not be
separated from the effects of tailoring in the present data, the
differential treatment effects observed in the practice data, the
behavioral data, and data obtained at follow-up, suggest that
tailoring may contribute to establishing positive mood states which
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may, in turn, facilitate the learning process.
The research attesting to the effectiveness of nontailored
stress management programs under conditions of therapist-
administration suggests that tailoring of the instructional format of
the treatment materials is not critical to treatment success when a
therapist is available to provide support and structure to the
process of skill acquisition. However, in the absence of a
therapist's supportive influence, as in sel f
-admi ni stered treatments
wherein the sole means toward positive gains lie in the treatment
materials, a subject who either dislikes or is disinterested in the
materials may lose the motiviation to continue and therefore, fail to
benefit from such sel f -admi ni stered treatment. In the present study,
the nurse-tailored instructional format (along with a relaxation
tape) seemed to generate greater interest levels among subjects than
did the topically comparable but nontailored format (without a
relaxation tape), as suggested by the differential frequencies of
practice behavior and by the differences in subjective feelings of
involvement. In light of its suggested association with greater
motivational levels (relative to nontai 1 ori ng) , tailoring may
facilitate the impetus to persevere through the difficult process of
sel f -admi ni stered treatment and behavior change.
As with the first hypothesis, the second hypothesis can neither
be rejected nor accepted on the basis of the results from the present
study. The second hypothesis stated that subjects who maintained
weekly contact with a therapist in addition to receiving the
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treatment materials would report experiencing less responsivity to
stressors and demonstrate more practice behaviors than would subjects
receiving only the treatment materials. Although therapist-
administration of the tailored program produced greater clinical
improvements on the st ress
-i ndi cati ve behavior than did self-
administration of the nontailored program, as would be expected if
the hypothesis were valid, therapist-administration was not
demonstrably superior to sel f-admi ni strati on of the nurse-tailored
program. Likewise, therapist-administration elicited significantly
more practice behaviors than did nontailored self-administration, but
the differential effects were not apparent in comparison with
tailored sel f-admi ni strati on
.
These hypothesis-di sconfi rmi ng results
suggest that when the tailored materials, in conjunction with a
relaxation tape, were used, sel f-admi ni strati on was comparable to
therapi st-admi ni strati on
.
As with the behavioral and practice data, the results from the
anxiety scores and the significant other stress ratings also failed
to support the second hypothesis. Group differences over time were
not evident in either the anxiety scores or the ratings. Therapist-
administered subjects did not report significantly greater reductions
in anxiety than their self-administered counterparts. Furthermore,
subjects in the therapist-administered condition were no more likely
to be perceived as less stressed by their significant others than
were subjects in the sel f-admi ni stered conditions. As before,
however, the data from ther.e measures should be considered in light
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of the potentially masking effects of the previously noted confounds.
To further mitigate the seeming absence of support for the
second hypothesis, it should also be noted that situational variables
independent of the experimental conditions may have affected the
observed results. Responses on the semi
-structured interview
revealed that all of the therapist-administered subjects reported
feeling that they could have derived more benefit from the groups if
they had been given administratively-sanctioned leave time to attend
the meetings during work hours. When prompted during the interview
for their emotional response to making time for group meetings ("How
did it make you feel to have to find coverage every time you had to
attend group?"), eight of the ten subjects in the therapist-
administered condition indicated that they experienced negative
feelings. These negative feelings included guilt over causing extra
work pressure on peers who were covering for them, anger over a sense
of indebtedness, and relatedly, anger that their efforts to enhance
their professional functioning should be so difficult. This
additional pressure of having to find time to attend meetings during
work hours may have resulted in an attribution of a negative valence
to their involvement in the group, such that the expected clinical
advantages of therapist-administration may have been counterbalanced
by the very real stress of trying to find time for the meetings. At
this point, it is unclear whether self-administration of the tailored
program really does approach the clinical efficacy of therapist-
administration, or whether the seeming comparability is an artifact
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of an experimental site problem which caused an artificial
suppression of the hypothesized differences which might have
existed. Clarification regarding differences, if any, between self
and therapist-administration of the nurse-tailored stress management
program must await future research which controls for the unavoidable
difficulties plaguing the present study.
Although the two hypotheses tested concerned differential
treatment gains obtained under different conditions of administration
and using different instructional formats, maintenance and
generalization of treatment gains are also critical issues in outcome
research. In the present study, maintenance effects were assessed in
two ways: first, by comparing changes in sel f
-reported anxiety and
the stress ratings obtained at posttreatment and at baseline; and
second, by asking questions regarding levels of posttreatment
practice behaviors on the follow-up Evaluation Questionnaire (Items
13 and 14). Generalization effects were also assessed in the follow-
up Evaluation Questionnaire (Items 2 and 15). The data did not
support the belief that posttreatment maintenance effects had occured
for any of the experimental conditions. Neither anxiety levels nor
significant other stress ratings changed significantly over time.
Since treatment gains were not detected by these measures, the
question of whether treatment gains had been maintained became a moot
point. Unfortunately, the daily behavioral monitoring and recordings
of frequency of practice, the two measures which did detect treatment
gains, were not continued on a posttreatment basis such that
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information regarding maintenance on these measures were not
available. All considerations of treatment gains aside,
questionnaire responses indicated that the three treatment conditions
were equally likely to elicit posttreatment practice behaviors. The
questionnaire also indicated that the three conditions did not differ
significantly in their abilities to produce generalization of
treatment gains beyond the work site. Taken together, these results
suggest that, if differential treatment gains occurred during
treatment, these gains were not maintained on a posttreatment basis
and did not appear to be differentially general i zabl e among the
various treatment conditions.
In sum, the data from the present study yielded suggestive but
inconclusive findings regarding the relationships between the utility
of tailored versus nontailored instructional formats, and of self
versus therapist-administration. In fact, the results suggest that
for subjects in the present study, instructional format was a more
salient determinant of outcome than condition of administration.
Futhermore, the three experimental conditions did not seem to differ
in their abilities to elicit maintenance and generalization of
treatment gains. In the midst of these rather di scouragi ngly unclear
results, are the more encouraging findings regarding the different
levels of practice behaviors, of subjective involvement, and of
satisfaction observed under tailored and nontailored conditions. The
issue of client motivation has been a problematic one, especially in
reference to self-administered treatment. The literature on self-
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administered treatment indicates that one of the greatest drawbacks
of this mode of treatment is inadequate levels of client motivation,
as evidenced by problems with insufficient practice and high
attrition rates (Glasgow and Rosen, 1978 and 1979; O'Farrell and
Keuthen, 1983). If tailoring can impact such problems in some way,
then it (tailoring) certainly deserves further attention. Although
interpretabi lity of the present results were complicated by various
methodological difficulties, future research may yield more
conclusive findings. The following considerations may be important
to the success of such future research:
1) A larger sample size (than that used in this study) is
essential to any future studies which attempt to
simultaneously explore the effects of tailoring and condition
of administration. A larger sample size would permit an
expansion of the experimental design to include both
attention placebo and no treatment groups. These control
groups would serve as the basis against which to evaluate
changes in the experimental group/groups, such that the
observed differences between control and experimental groups
could be more readily attributed to treatment effects, rather
than to potential confounds. In the absence of a sample size
adequate to accomodate the necessary experimental and control
groups, the scope of the questions should be decreased to
focus either on the relationship between instructional format
or the relationship between conditions of administration.
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When circumstances allow, follw-up evaluations should be
conducted on an intermittent basis which would yield more
detailed information on the maintenance of treatment gains
than would be possible using a single follow-up evaluation.
If circumstances do not allow more than one follow-up
evaluation, then attempts should be made to gather data on as
many indices as possible to increase the likelihood of
obtaining an accurate assessment. The advantages of using
such a multiple channel assessment strategy are also clear in
that some measures may not detect the treatment gains upon
which maintenance effects are based. Therefore, care should
be taken to obtain posttreatment maintenance data on all the
measures which detected treatment gains. The evaluation of
maintenance effects in the present study would have been more
meaningful if the behavi oral -monitori ng and practice data,
the two data sets which indicated treatment gains, had been
obtained during the interval between posttreatment and
fol 1 ow-up.
When the effects of instructional format are being studied,
it would be essential to determine comparability of the two
formats prior to the study. For example, the relaxation tape
should either be deleted from the tailored condition or
included in the nontailored one. By increasing the
comparability of the two formats, one increases the
likelihood that the observed differences, if any, are due to
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the differential effects of the instructional formats, rather
than to experimental error or to some other variable.
Ideally, any research which draws its subjects from an
institution or agency should involve active participation
from the agency administration such that absences from the
work site to attend group meetings or to be
interviewed/tested would have administrative sanction. Such
administrative support may have eliminated the aforementioned
confound on the therapist-administered condition, as well as
reducing the likelihood of spurious elevations on the anxiety
measures
.
To avoid any confounding effects of experimenter bias, it
would be important to have someone other than the
experimenter (preferably someone unrelated to the treatment
process and uninvested in obtaining any particular outcomes)
conduct the baseline, posttreatment , and follow-up
assessments
.
Peer (that is, co-worker) rating should be obtained when
possible. Many people spend the majority of their waking
hours at work, and many of their stressors originate at the
work site. Therefore, it would not be unreasonable to
believe that changes in ability to cope with stressors would
be more readily apparent to co-workers, whose knowledge of
the subjects' coping abilities prior to treatment would give
them a good basis for evaluating any changes that occur
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during and after treatment. Peer ratings may provide more
accurate reflections of responsivity to stressors than would
ratings completed by socially significant to others,
especially for those people whose primary stressors are
confined to the work place.
It would be important to explore the possibility of
including a physiological measure of stress. Researchers
agree that the most reliable indicators of stress are
physiological ones, including changes in levels of
adrenocorticotropic hormone (Selye, 1980). For example,
studies have shown that elevations in corticosteroid levels
(which occur subsequent to changes in levels of
adrenocorticotropic hormone), have been associated with
novel, ambiguous situations, such as hospital admission, that
may be expected to be perceived as psychologically stressful
(Fishman, Hamburg, Handlon, Mason, and Sachar, 1962). The 17
Keto-steroi ds test, a procedure which measures corticosteroid
levels in a 24 hour collection of urine, represents one
potentially viable physiological measure of stress. Unlike
temporally discrete physiological tests of stress, such as
blood pressure, which can be radically influenced by
situational variables, the data on which the 17 Keto-steroids
test are based are collected over a 24 hour period such that
these data re less likely to be unduly affected by transient
factors. Consequently, the 17 Keto-steroids test would be
92
expected to more accurately reflect changes in overall levels
of responsivity to stress than would other tests which rely
on data gathered over a shorter period of time.
Finally, it may be interesting to explore the potential
impact of individual differences on treatment outcomes.
Research indicates that the level of self-control normally
used prior to treatment (that is, whether one engages in
none, some, or alot of help-seeking) may be a good predictor
of the amount of benefit that can be expected from therapies
involving self-control (Rosenbaum, 1980); included among
therapies involving self-control are all sel f
-admi ni stered
treatments, such as the stress management application of
coping skills training tested in the present study. Thus,
people who respond differentially on screening devices like
the Self-Control Schedule (Rosenbaum, 1980), a self-report
instrument which measures tendency to utilize general coping
skills, may need different interventions tailored to their
personality characteristics in order to derive maximal
treatment benefits from sel f -admi ni stered stress-
management. Although the Self-Control Schedule has yet to be
tested as a predictor of treatment outcome, isolation of
predictors of treatment outcome for stress management
represents a fertile area for future research. The present
attempt to understand more clearly the effects of
instructional format and condition of administration on
93
treatment outcome was undertaken in an effort to identify two
such potentially predictive factors.
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APPENDIX A
Weekly Diaries
N
^
me: Week of
Behavior to be monitored:
Monitoring time pe ri od
Instructi ons :
1) For each day of the week, mark an X for each time you engage inyour behavior during the monitoring time period. At the end of your
work week, be it Friday (if you work a normal week) or Sunday (if you
work the weekend), mail in your diary through the regular hospital
mail. Be sure to monitor your behavior on each day that you work.
2) On some days, you may not get around to spending time with the
exercises prescribed in this week's chapter. For each day, indicate
whether you did or did not practice.
Practi ce?
Day of Week Frequency of Behavior Daily Total Yes No
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday
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APPENDIX B
Evaluation Index
mai
by
Instruct!" ons :
Please fill out this for. as honestly as you possibly can and
"
m the attached prestamped, preaddressed envelope
. .
All responses will be kept in strict
confidential ity.
1) Where would you place
—
______
on the scale
below. Circle the number that you think describes her/him the best.
1
4 5 ~
6
very tense somewhat somewhat relaxed ve rvtenSe tense relaxed relaxed
2) How often do you think
— engages
1n
• •
Circle the number on the
scale below that you think describes her/him the best.
~~r- 2 3 4 5
—
very frequently sometimes infrequently rarelv
frequently Ji j ever
Thank you very much for your cooperation.
Sincerely,
Paul Lapuc, Ph. D.
Tae-Hyun Moon, M. S.
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APPENDIX C
Self-Evaluation Questionnaire
NAME
DATE
DIRECTIONS; A number of statements which people
have used to describe themselves are givenbelow. Read each statement and then blacken in
the appropriate circle to the right of the
statement to indicate how you FEEL right now
that is, AT THIS MOMENT
. There are no right or
wrong answers. Do not spend too much time on
any one statement. Give the answer which seems
to describe your present feelings best.
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
feel calm
feel secure
am tense
am regretful
feel at ease tmt
feel upset
am presently worrying over possible misfortunes
feel rested
feel anxious
feel comfortable
feel self-confident
feel nervous
am jittery
_
feel "high strung"
am relaxed
feel content
am worried
feel over-excited and "rattled"
feel joyful
feel pleasant
oo o
—I >-
_J IC
cC LU
< I— :d
h- <
<c
UJ LU >-
h- Q cco o O UJ
SI >
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
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APPENDIX D
Self-Evaluation Questionnaire
NAME
DATE
DIRECTIONS: A number of statements which people
have used to describe themselves are givenbelow. Read each statement and then blacken in
the appropriate circle to the right of the S
statement to indicate you GENERALLY feel. There
are no right or wrong answers. Do not spend too
much time on any one statement but give the U p ^ £answer which seems to describe how you generally i £ £ 9feel . __i o u_
_j
«=C I/O O =1
lu on
feel pleasant 12 3 4
tire quickly 12 3 4
feel like crying 12 3 4
wish I could be as happy as others seem to be 12 3 4
am losing out on things because I can't make up
my mind soon enough 12 3 4
6. I feel rested 12 3 4
7. I am "calm, cool, and collected" 12 3 4
8. I feel that difficulties are piling up so that I
cannot overcome them 12 3 4
9. I worry too much over something that really
doesn't matter 12 3 4
10. I am happy 12 3 4
11. I am inclined to take things hard 12 3 4
12. I lack self-confidence
, 12 3 4
13. I feel secure 12 3 4
14. I try to avoid facing a crisis or difficulty 12 3 4
15. I feel blue 12 3 4
16. I am content 12 3 4
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APPENDIX D (CONTINUED)
CtT >-
UJ cC
> 3:
LU CO
_J
2: uj <;
oo I— 2: i/iO LU LU O
^ ^ h- s:
—1 O Ll_ |
<C I/O O cC
17. Some unimportant thought runs through my mind
and bothers me 12 3 4
18. I take disappointments so keenly that I can't'
put them out of my mind
1 2 3 4
19. I am a steady person 12 3 4
20. I get in a state of tension or turmoil as I think
over my recent concerns and interests 12 3 4
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APPENDIX E
list of potential sSuflli a s ?n TIT £ \° ?possible sources of on-the-iob str P <;<; lu / 1st of
taking about 10 minutes to ? i 1f 0Uf "hiV questiZlL^^ y0Ur
POSSIBLE SO U RCES OF STRESS12 3 4
7
r T'l ki
coWoFt- somewhat FeUtrTI s^iwT^t sTTel?: vervcomfortable able comfortable stressful
™
^fierts^tte'iSSsr^ci''
please choose the numher that m° st ci ° sei *
situations
&SS y °U ex Perience in e^h of the following
SITUATION NUMBER
Having to cover off tours
Working weekends
Working holidays
Being pulled to work on another way
Getting medication out
Charting medication
Staff meetings
Ability to get vacation time as requested
Sick leave policy
Writing nursing care plans
Respect from other professional staff
Relations with nursing peers
Relations with aides
Salary: fairly compensated?
Merit promotion
Administrative support for work
Assaultive patients
Chronic patients
Demanding patients
Boredom on the job
Input into the decision-making process on ward
(e.g., treatment planning)
Imbalanced patient - staff ratio
Overlong work hours
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APPENDIX E (CONTINUED)
SITUATION NUMBER
x) Adequate number of work breaks during the course of the day
y) List below other situations that create stress on the
for you. (Please specify.)
II. Please describe in greater detail those situations which you
rated as 5 (somewhat stressful), 6 (stressful), or 7 (very
stressful); what aspects of the situation are stressful to you and
why. Identify the stressful situation by the letter preceding it and
then describe what makes that situation a stressful one for you
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APPENDIX F
^Lrgss_Conterv
^ Evaluation
What was the occurrence that upset me?
"e^to ITuZtT
°U9htS
"
,earS ab°Ut thU °" Urren" ^
Based on what actually happened, what other less stressful
interpretation could I have made about the occurrence?
What are some arguments against the stressful interpretation
(Question 2), i.e., can I convince myself to accept the less
stressful alternative interpretation (Question 3)?
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APPENDIX G
Action Evaluation Form
1) What is the problem or stressor?
2) What is your goal?
3) List all the ways you can think of to achieve your goal (atleast three). y v
a.
b.
c.
4. Argue the pros and cons for each option listed above
p ros Cons
a.
b.
c.
APPENDIX H
Evaluation Interview
What was your motivation to be in this program? What did
you expect from this program in the beginning?
In looking over the program, what parts did you expect would
be helpful? How much did they help?
How does the change you expected to see match the change you
actually saw?
Are there any differences in how you cope with job stress now?
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APPENDIX H (CONTINUED)
If there was change, what sort of changes were they? Were
^nHi
C
o
an9f r r ?i Wit .hin *ourse1f (i-e., how you perceive andhandle potentially stressful events), or were the changes
caused more by external situational changes?
How can the program be improved?
What can be done to increase the level of involvement? How
can we help nurses to make the time to learn to handle their
stress more effectively?
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APPENDIX I
Evaluation Questionnaire
1. How much did you like participating in
this program?
2. Do you feel your general stress level has
decreased over the course of this program?
3. Are you more aware of feeling stressed now
than before this program?
4a. If your response to 3 was 1 or 2:
Do you feel that your increased awareness
of stress is a positive change?
4b. If your response to 3 was 4 or 5:
Would you like to be more aware of stress
in your life?
5. How would you rate your level of involvement
in using your program?
6. Were you satisfied with your level of
i nvol vement?
7. Do you think that you would have become more
involved if the study had lasted for more
than 6 weeks?
8. Do you think that your level of involvement
was affected by the amount of support that
you did or did not receive for participating
in this program?
9. Do you feel that you received enough support
for participation?
--In general
--From family
--From staff
--From administration
ZD
in >-
i
zs. i
>- LU
i <
cc <
LU o LU> I/O CC <
I/") V-
LU LU o o
>- >-
1 2 3 4
1 2 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
12 3 4
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APPENDIX I (CONTINUED)
10. Have you looked at your program materials
since the end of the study?
11. Do you think that you will go back to use
these materials in the future?
12. Have you been able to use any of the stress
management techniques in your daily life?
13. Do you find yourself coping more effectively
with job stress now?
14. Would you recommend this program to other people?
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